DOCUMENT RESUME 



ED 390 557 


PS 023 858 


AUTHOR 


Fenichel , Emily, Ed. 


TITLE 


Zero to Three, June/July 1995. 


INSTITUTION 


Zero to Three/National Center for Clinical Infant 
Programs, Arlington, VA. 


REPORT NO 


lSSN-0736-8086 


PUB DATE 


Jul 95 


NOTE 


45p . 


AVAILABLE FROM 


Zero to Three, 2000 14th Street North. Suite 380, 
Arlington, VA 22201-2500 (1-year subscription, 
$37) . 


PUB TYPE 


Collected Works - Serials (022) 


JOURNAL CIT 


Zero to Three; vl5 n6 Jun“Jul 1995 


EDRS PRICE 


MF01/PC02 Plus Postage. 


DESCRIPTORS 


Child Development; Childhood Needs; Health Needs; 
Health Personnel; Health Services; * Infant Care; 
‘‘Neonates; '‘Parent Child Relationship; ‘‘Premature 
Infants 


IDENTIFIERS 

ABSTRACT 


‘‘Neonatal Intensive Care Units; Zero to Three 
This issue of Zero to Three, the bulletin of the 



National Center tor Clinical Infant Programs, focuses on changes 
occurring in neonatal intensive care to provide greater developmental 
nurturance to newborns and their parents. Articles include: (1) 

*'Deve 1 opmen t a i 1 y Supportive Care in the Neonatal Intensive Care Unit" 
(Heidelise Als and Linda Gilkerson); (2) "Newborn Intensive Care 
Units Pioneer Family-Centered Change in Hospitals across the Country” 
(Beverley H. Johnson); (3) "The Colorado Consortium of Intensive Care 
Nurseries: Spinning a Web of Support for Colorado Infants and 
Families" (Joy V. Browne and Suzanne Smith-Sharp); (4) "Nursing the 
Premature Infant" (Lydia Furman); and (5) "Early Intervention and the 
NICU Health Professional: An Interdisciplinary Training Model" 
(Virginia Wyly and Jack Allen). The issue also includes letters to 
the editor, reviews of publications and videos, descriptions of 
upcoming conferences, and a topic index of 1995 issues. (JW) 



Reproductions supplied by EDRS are the best that can be made 
" f r om the o i g i na 1 document . 

* ‘,’f Vf :*c V; :c *,V i'r Vr * V: V? ‘A* A* *A* A- A* A A A A A A* A A A* A* A A* A A A A A A Vc A A A :'f A A* A A A A A A A A A A A A A A 



o 

o 

Q 

UJ 







National Center for Clinical Infant Programs 

June/July 1995 Volume 15 No. 6 



U S DEF>ARTMtNT OF EDUCATION 
O*’ '-r I •».» .»! )'•.! .■.I-’ -'0 I'* i • *•••’ • 

enuCATiONAi sounn'.s infohv.a'k 

r.E'fjTEn «f nic.i 

Iivs (J»:rvimor.i h.i', hfc-ti >0<<i <"J » 

' ifCOivGO ItOi". U ‘0 '"J • 

It 

□ M<noi t'fi.*' i •*' t'J*- ! • 

improve -op' Vn >•< ' <v*-t'-'v 



PERMiS*;'. :0 REPRODUCE 
material MAS BEEN GRANTED Bv 



QLU VC 







TO the educational RESOu^^CEL' 
INFORMATION CENTER 



00 

iO 

00 

CO 

o 




Developmentally Supportive Care in the 
Neonatal Intensive Care Unit 
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Owr the past 15 years, neonatal intensive care units 
have been invc;Ived in a transformation of care which 
has been described as the most profound change that 
has occurred in neonatal nursing practice (Gilkerson & 
Als, 1995). These nurseries are moving toward a new 
model of family -centered, developmentally supportive 
care — a professional and family alliance which supports 
the parent's engrossment with their child and the 
child's neurobiologically-based expectations for nurtu- 
ranee (Als, 1993). 
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Editor's Note 

Tlu* i-onlnlnittH's to tl^is i>mu' oi /t> Tlirrc .’iiv pioiHvrs in 
,) iiU)\\’mont lu‘lp intonsiw kayc niirsi*ru’s bo».omo not onl\ 
ti'chnuallv proiiiUMit nu\hanisn^s lors.u in^ llu* li\osnl 
protoi in .uui uitiiallx ill infants but als(» supporti\o. nurtur 
nii; on\ i!(»nmi*nts whu h onbaiu u tho ilo\ olopmont cl all 
iinnlwil tlu* infant tlu* lainiK. aiul llu- staff 

\^^\ brow lu* aiul ‘su/aniu* ^mith sh.irp s imai;i* (»1 a 'vo*b 
ot support, whub tlu*v list* in relation to tlu* C oloraJo C on- 
siJitmin t't mtonsiw* (avc nursurios, aptl\ dosuibos inaiu 
1 ‘tltu Is to piH>\ ibu di*\ ulopmontalh' support i\\- .uul tamih 
ii*ntrrod lau* in tlu* \K I aiul bo\t>iul i loulolisu .Ms aiul 
I iiuia (alkoison. tor o\ampk*, oxploro llu* i\*sponsibil:t\ o! 

I oniu*i tudiu-ss ' as ivuartbni;, but bittu iilt. in llu* intonsu ist, 
intuulopuiulunt \l( I on\ ironmont. bovorloy lolinson 
vU-siTibos a "wi*b " ol lamiK nontuivci ^aro. piomotiiyi; pi\u- 
tu\'s tluU nurtuiv tlu* stroni; b*aiuis that lvj;in butwuon 
infants aiui thoir fainilios boft^ru birth aiul supporting tlu^u 
rolationships throughout tiu' inu*nsi\o caiv osporioiuu. 

1 Vscribing tlu* challongo ot nursing a promatuiv infant. 

I \ clia l urm.in notos tluU "nursing is a rolalionship, aiul its 
supi'ort max' bust bo a». coniplishutl x ia a rolationship pos- 
sil-tlx from a nursing \louia.'' \irginia Wylx' aiul hub AlU-n 
rooogm/o thoohallongo t>t prox iding tamiix -oontonul oarly 
intorx ontion sorx ioos in tlu* \lb L', through disj. hargi*. a?ul in 
transition to coinmunitx- oarlx- intorxontion sorx uos- -aiul 
thoir intogratod training ot \ 1 C L‘ hoalth protossionaN and 
oarlx inlorx ontionist'- is hi'lping to mako this happon. 

.An ospooiallx- skillful xw'b-spinnor is Margio Wagnor, who 
d*‘sc rilx‘s no loss than bt x idoi^lapos. \or paronts and pn^fos- 
sional aiidionoos. about llu* oan* ot promaturo and higlvrisk 
infants, in tlu* .\K 1 . and allor disohargi*. 

/ fi///i/ / mil hrl. I 
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Developmentally 
Supportive Care in the 
Neonatal Intensive 
Care Unit 

t /N'Mf / 



Huiili d(.‘\vU)pmciU in llu‘ tiill-tcrm intniU tKCurs in 
ihc iiUniiitorinc ciu ironnuMU, tin tMu ironmcnl mr.iiiitcd 
bv mntt'rnnl pixUcction tVom unvia^nmonltil pcrlurlvi- 
litniN, with nn t)Hi;t)ing supply c^t nutriiMUs, conlinumiN 
Icmporitiuv conln)l, ^ind ruguLuing chronobiologicnl 
rhvlhms. In contrast, premature intanls are cared loi' in 
the N'K'U at the time when their brains are growing 
more rapidly than any other period in their life (McLen- 
nan, (lilies, \etf, 1M83). The preterm infant's ner\t)iis 
system is being shaped in a setting characterized b\ 
sensory overload and, therefore, bv a stark sensor\' mis- 
match to the dewloping nervous system's (*\pectation 
for environmental inputs (Als et al, 1979; Freud, 1991; 
Ciotltried ^ CLiiter, 1985; Wolke, 1987). Frcmi an e\'olu- 
tionary perspectiw as members of the human species, 
preterm infants are neurobiologically social (Als, 1977; 
Als et al, 1979; Als & Duffy, 1982) and expect the secu- 
rit\ of three inherited environments to support their 
de\ elopment: their mother's w'omb, their parents' bod- 
ies, and their family's social group (Hofer, 1987). Thus, 
sateguarding the parent's role as the infant's primarv 
nurturers is fundamental to the survival and growth ot 
the premature infant (Als, 1992; Als, in press). 1 low dcK*s 
one estimate the ptdential effects on the infant's nerv ous 
system of im^ving too earlv from the relative equilib- 
rium of the intrauterine aquatic econiche c^f the mother, 
to the extrauterine terrestrial environment of the NIC L 
(Alberts C'ramer, 1988) by-passing the on-parent bodv 
phase ot early nurturance? What impact does this dis- 
ruption have on the infant's and familv's development^ 
1 low can the life-saving intensive care nurserv become* 
a supportive, nurturing environment that enhances the 
deveh)pment e)f all iim^lved? 

Developmentally supportive care 

1 he developmental approach view’s tlu* infant as an 
active cc^llaborator in his own care, determined Iv striv- 
ing to continue his dev’elopmental trajectorv (Als, in 
press). This approach postulates that the infant's behav- 
ie)r provides the best information base from which to 
design care (Als, 1982). Collaborating with the infant, 
then, inve)lves inferring from I he infant's own behavior 
what he seeks to accomplish and what strategies he is 
using, and estimating what supports might be useful to 
facilitate the infant's e>wrall development and neurobe- 
havie)ral org<mi/alion in tlu* face ol iu*cessarv nu*dical 
-aid nursing interventiems. The c]uestie)ns become. What 
is tlu* infant's developmental agenda? (Als, 1978) and 
How ('an can,*giving be implemented in a way that 



re''[H*c(s and furthers llu* infant's development whiU* at 
tlu* same time acctuuiMishes the caregiving goals? 

The Nevvbcun lndivtduali/c*d Developmental Care 
and Assessment Program (\11X AL) model was de*vel- 
(^ped as a framewuuk for the implementation ot devel- 
opmental care (AN Cubes, NCSn). I he \’!1X'AP 
approach includes a svstematic metluul tor the detailed 
observatiem c^f infant behavior and lor the use of each 
infant's unicpie rc*['>ert(ure strat(.‘gic*s as a guide for 
ca regiv'ing. Typically, a devoUq'^mentallv trained protes- 
sie)nal works in partnershi['> with a (.lev elcq'^mentallv 
trained nurse to support the primary care team and the 
family. The dev'elopmental professiemaN conduct the 
observations, prepare detailed repen ts with suggestie>ns 
for ways to support the infant's physitdt^gical stabilitv, 
behavicual organization, and developmental pn>gres- 
sion, and share this informatiem with the caregiving 
teams and the familv-. 

Behavioral observation 

The detailed behavioral observation documents the lan- 
guage ot the intant’s behav ior in three channels e^f com- 
munication: the autonomic svstem, moteu svstem, and 
the state system (Als, 1982). As described elsewhere 
(Als, in press), the autoiu>mic nervous svstem's func- 
tioning can be observed in the infant's breathing pat- 
terns, color fluctuation, v’isceral stabilitv’ or instabilitv, 
and autc)nomic behav'iors such as trenuns and startles. 
Is this an infant who breathes snu^othlv and regularlv^ 
C^r does he quickly sluwv’, even when challenged with 
only the slightest touch, movement, or sound, irregular 
respiration, paust*s or tachvpneic bursts^ Is this an 
infant w’ho maintains hisa^lor well throughout face and 
bcidy or does he quickly become pale, and cvanolic? 
Does this infant maintain a steady visceral sv’stem even 
when interacted w’ith vigorouslv or does he quickly 
begin to hicciuigh, gag, spit up, or defecate in response 
to mild input? 

Siimultanei^uslv', motor svstem functioning can be 
observ’ed in the infant's bc^dy tone, postural repertoire 
and mov’ement patterns. Does the infant maintain tone 
well, showing animated facial expression and well- 
toned limbs thi'oughout? Or dc^es he (.juickly become 
flaccid, Ic^se tone in the face, trunk, .and extremities? 
When still, does the infant maintain soft flexion or does 
he quickly beconu* overlv flexed, appcxiring to use 
hvper flexion for self-priUectic)n? Or, the c^pposite, does 
the infant c>v’erlv extend arms, legs, fingers, and toes in 
full extension, face* retracted, head, neck, and back 
arched and extended? When the infant moves, are the 
mov’ements smcH)th and well controlled or are thev 
cjuickly disorganized, with poor flexor/extensor bal- 
ance*? 

The* infant's state* organization (brazeltem, 1984) can 
be observe*d in terms e>f the infant's range* e>f slafe*s. the* 
re^bustness and modulaliem e4' the available states, and 
llu* patterns ol transition from stale to slate. N this an 
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mlniU w lio sluu\ s tlu‘ tuli loiitiniium ot stc\tt‘s ino\ inj; 
Irom divp slivp [o light ^hvp. to drowsv tt^ quiot 

iilortiK‘ss, to tin tU tivo arousod ^tato to upsot and trying 
bolitU ior? Or doos tho mlaiU tvpiiallv mov(‘ troni slot'p 
to arousod stalos and immodiatoly btuk down to sloop 
,ig<iin, shipping tlu‘ alort statt‘? VN'lion tlu‘ intant is sU‘op- 
mg, IS tlio sloi‘p robust, or doos tbo inlant novor quito 
sottlo, showing laoial niovomonts, \'ooal disohargos, and 
goiu'ral rostU'ssiioss? What is llio quality of tho infant's 
alort stal-‘? Is his oxprossion aniniatod, with shiny-ovod 
aliM'tnt'ss and gontlv torw tii\i-shapO(.i mouth, a\ailabk‘ 
lor ongagomonl and intoraotion? Doos tho inlant quicklv 
mo' o to paniokot.!, widi‘~ovodiu‘ss or dtU‘s ho baroh' 
soom to nuistor tho onorg\' to i?itt‘raot through liddod, 
gltiss\ -ovod, slraini'd appoaraiu o? 

Tho ob. or\ alioiis ma\ bo oonduolod wookh' or as 
olinioallv doomod nooossarv b\' a di‘\olopmontal spt*- 
oitilisl and tako plaoo at a nuitually agrood upon timo 
whon tho nurso or othor oarogivor is intoraoting with tho 
intant (o.g., taking vital signs, diaporing, or suctioning), 
riio obsorvor doos not intoract with tho intant, but 
stands closo bv watching and roctirding at two-niinuto 
intervals on a NMOCAT chock shoot. In order to arrive at 
a sufficient sample of beha\'ior, the infant is observed 
tor at least 20 minutes before interactitm with tho caro- 
gi\er, thnnighout tho caregiw'r interaction, and hir 20 
minutes after. In addition to recording tho details ot 
behavior, tho obsorvor notos phvsiologic data (o.g., hoart 
rale, respiration rate, and oxygenation), light and sound 
levels, and environmental activity around tho bodside. 

C aregiving interactions are alsti doscribott. 

Behavioral interpretation 

All observations are soon in tho contoxt ot tho ini ant's 
efforts at sell-regulation through approach and a\’oid- 
anco behaviors (Als, in press). This framework assume*^ 
that the infant has strategies a^’ailable to move toward 
and tako in stimuli, if the input is appropriate in timing, 
comploxilN', and intonsitv in relation to tho inlant's 
thresholds of functioning and, cinu'orsoly, that tho 
infant has siraiogios [o move away from or avoid inputs 
which are loo complex or intense or are inappropriately 
limed. Such behavit^rs are thmight of as stress bohav- 
ic^rs. Of ccnirse appu^ich and sell-regulatory behav iors 
can shift and bect»mo stress bohav'ii^rs; tho same boha\ - 
ic^rs, whon suaessful in reducing stress, can sorv'o as 
self-regulalc^rv slrategii's. Vov example, ior tho very 
viHing infant, a hand tni tho lace and mcnithing may 
represent slabililv, vet it tu'erlv Irequont, thesi* bi'hav- 
iors mav indicate stress, or pt^ssibly seizure activity. As 
a general rule, oxlonsicm beha vicars are thcnight tc^ reflect 
stress, and flexion bohavit^rs are thcnight io ronoct sell- 
rogulatorv competence. Diffuse bohavit^rs are thcnight 
to refh cl stress, and woll-delined bt'havicns are thought 
to reflect regulalc^rv balance. Selt-regulatc^ry balance is 
refUxied bv the presence of regular rc'spiraticms, pink 
collar, a slabk‘ visceral system, smtHUh men'ements. 




t iiii icni^th view of two ini'ubtitor> nt the Lliica^o 
I io^piial, ciroi i9(fl . 



m^Klulated time and sottlv tlexeei p(^slurt‘, and steady 
sleep and awake states. 

The developmental professitmal prepares a descrip- 
ti\'o narrativ'o based tm the observ'od behavioral dia- 
kygue between tho infant and the caregiver. The narra- 
tive begins with a description of the environment sur- 
rounding the bedspace. N’exl, the beha\ ioral picture of 
the infant before activ e ca regiv'ing is described in rela- 
tionship phv’siological measures. Then the caregiving 
interactiem w'ith detailed Uk'us on the inlant is dtn'u- 
mented, including the inlant's efforts, iniliatums, and 
responses as well as the caregiv'or s elknls ic^ aid the 
infant. Repeated iT^servatitms reveal much informatitm 
abcHit the infant's strengths and rgbuslness and the 
goodness-of-tit betw'oen the inlant and the care prev 
vided. The infant's behavicn' is interpreted as to the 
infant's apparent current dev'ekq^merital gcnils. 1 he nar- 
rative concludes with caregiving suggestiems and envi- 
mnmental mtidificatitnis tt^ ctmsider in order li^ mc^re 
finelv attune care h) the inlant's behavioral threshc^lds 
and to support the infant's developmental trajectory. 
The narrativ’o is shared w'ith the inlant's professicmal 
('arc'giv'ers and with the lamily, and. depending tm the 
nurserv's stage in devek^pn'U‘ntal care* inti‘gralion. 
included in the infant's medical chart (Als al, l‘‘)SO; 
Als el al, IW). 
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NIDCAP guidelines for care 

In order to ettectix'oly implonuMU developmental Iv sup- 
poiii\'e fare within the NIIX'AP iVamework, Holmes, 
Sheldon, Als (in preparation) and VeiUo I'ineberj; 
(in press) ha\ e outlined guidelines tor eare. I'ollowing is 
a description of a developmental care em'ironmenl 
based on their reannmendations. 

• Consistency of caregiving: Within 24 hours after 
admission, a primarv tcMm is identified for each intant. 
I'he team includes the family and specific rep rc‘sen ta- 
li vc*s trom medicine, nursing, respiratorv therapv, and 
social wc)rk as well as a specially trained dev elopmental 
professional. The team works collaborativelv with the 
family to develop an individuali/ect plan c)f care which 
should be reviewed ctaih' cm rouncts and ctiscussed in 
regularlv scheduled team meetings with the familv. 

• Structuring the infant's 24-hour day: In order to pro- 
vide the infant with sufficient rest and to support 
growth, interventions are organi/.ect into inctivictuallv 
appropriate clusters timecl in accorctance with the 
infant's sleep-wake cycles, states of alertness, mectical 
needs, a net feecting competence. All ca regiving. interac- 
tions are ev'aluateci regarding their neccssitv anct appro- 
priateness, e.g., does an infant in need of v'entilation 
have to be suctionecl on a fixect schedule or as cHnicallv 
indicated? Taxing prc)cedures such as suctioning are 
performed by twevperson teams. 

• Pacing of caregiving: During the delivery of care, care- 
givers approach the infant and family in a calm manner, 
explaining to the family the goal and sequence of care. 
The care provider organizes the environment, gathers 
needed materials, and prepares herself to be attention- 
ally and emotionally av'ailable to the infant and familv. 
The infant is observ'cd before hands-on interaction. The 
caregiver then introduces herself to the infant with a 
soft voice and gentle containing touch. During care, the 
intant is ottered periods of rest and recovery between 
caregiving actions and containment through gentle 
holding or handsvvaddling, finger-holding, or sucking 
on a pacitier or finger. Parents are nurtured in support- 
ing their infant during caregiving as the infant needs the 
comfort and security of this family's care. Since the 
infant comes to recognize the familiarity of the parents' 
hands, bodies, and v'oices, he is comforted bv their pres- 
ence and often shows increased physiologic stability 
when they are present. The care provider stays with the 
infant and family by the bedside after care to assure that 
the infant is settling comfortably. 

• Support during transitions: Increased support is typi- 
cally needed around transitions, particularly between 
caregiving activities (e.g., ventilator care, position 
changes, feeding, diapering) and around the beginnings 
and endings of care. Hxtra support is lu'eded as the 
infant awakens or when the infant m<ikes efforts to 
sleep. Caregiver interactions are guided by the infant's 
behav'ioral cues with special attention given to the facil- 



ilalion rt'sUul slec'p at llu‘ cmuI of llu‘ alert stale. 

• Appropriate positioning: Infants are supported into 
sofllv tlexed, comfortable aligned positiems during 
sleep, teeding, bathing, and necessary procedures. Posi- 
tioning can be supported with aids such as blanket rolls, 
nesting, gentle swaddling, special buntings, and hands- 
on containment. Sidelying or prone positioning, if the 
infant has sufficient strength, is tvpicallv more desirable 
that supine positioning for comfort and for physiologi- 
cal stability. Supports are used in an effort to enhance 
the infant's own conqvtence and gradually decreased 
as the infant's autonomous regulation increases. 

• Individualized feeding support: heeding method and 
schedule are determined by the infant's individual 
needs and competencies, heeding should be a pleasur- 
able experience tor the infant, one ov'er which the infant 
lakes increased initiatiem and control. Caregivers hold 
the infant in a secure and comfortable position. Often 
semi-upright with soft flexion cradled in the caregiver's 
arms is quite supportive. Attention to the infant's auto- 
nomic, motor, and state systems guide the pace of the 
feeding. 

• Opportunities for skin-to-skin holding: Opportunities 
tor mothers and fathers to hold their infants, including 
v'entilated infants, skin-to-skin (Kangaroo Care) are 
av'ailable at all times. Infants have been found to experi- 
ence increased respiratorv stability and mc^re restful 
sleep when held by the parents, while parents report that 
they experience a sense of calm and fulfillment. Staff 
receive suppeirt and education so that thev are comfort- 
able facilitating skin-to-skin holding and providing care- 
giving while the infant is being held bv the parents. 

• Collaborative care: Ail special examination and 
assessment procedures, including physical exams, ultra- 
sounds, chest films, and neurology examinatioi^s are 
performed collaborativelv by the respective specialist 
assisted by the infant's nurse and, if possible, facilitated 
by the parent to support the infant's comfort and well- 
being. This allows infants to be cared for during proce- 
dures by persons who know them and how thev 
respond to stress and to comforting. 

• Quiet, soothing environment: Nurseries should be 
quiet, soothing places where thoughtful consideration is 
given to the lighting, sound, and physical arrangement. 
The lighting plan should include individualized bed- 
side lighting with dimmer capacity and indirect, read- 
ily adjustable general lighting. A variety of sound con- 
taining procedures are used, including separate spaces 
away from the infant's beds for admissions and rounds, 
elimination of radios and overhead pagers, and sound 
dampening strategies for commonly used equipment 
(e.g., vibrating rather than sound beepers, sound shield- 
ing blankets for incubator covers, and a flashing light 
which is triggered when the sound rises above agived 
upon levels). 

• Family comfort: A useful way to sensitize staff to the 
messages convoyed to parents by the environment is for 
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staff to walk the path from the hospital's parking lot to ' 
tlu' infant's bedside ( Als, in press). What does the layout 
sav *o parents about the importance of their role in their 
chi.J's care? Parents are exquisitely attuned to the emo- 
tional ambiance of the setting. What is com eyed by the 
behavior of thixse with whom the family annes into con- 
tact with, from the parking lot attendant to the attend- 
ing physician? To increase family comfort in the unit it 
is recommended th<it home-like, individuali/ed spaces 
tor families be provided. Recliner chairs big enough tor 
two persons are available at each bedside. I’arenls 
shiHild be enauiraged to view the space around their 
infant's bedside as theirs, to be arranged to their liking; 
to bring clothing, blankets, toys, pictures and other 
items from home to perst>nali/e their infant's bedspace. 
Twins are cared fi>r bv the same team together in the 
same area, if not in the same incubator or crib. Readily 
available, trained, child care support is prov ided for sib- 
ling.s, 

• Developmental support: Specially trained develop- 
mental professicmals sl'u>uld be on staff full-time. These 
professionals .should be knowledgeable about infant 
and family development, support the primary care 
teams, and serv’e as resources and catalysts in the imple- 
mentation of dev elopmental care. Developmental pro- 
fessionals sh(Hild be linked with their counterparts in 
other units and have opportunities to participate in rel- 
evant local, regional, and national conferences. Nurs- 
erv-vvide implementation should be supported by a 
multi-disci plinarv' developmental team. The team 
should have access to unit-specific training and consul- 
tation opportunities, including an oppi>rtunity to 
develop a process for monitoring and reflecting upon 
the priK'css of change (Gilkerson & AIs, A Parent 

Council with multicultural representation should also 
be formed. Families and staff should ha^x' ready access 
to psychosocial support. Formal arrangements to use 
the expertise iT a licensed clinical social worker, psychi- 
atric nurse, or psychology/ psychiatry consultant should 
be in place. 

Fundamental principles of infant 
caregiving 

While deyelopmental practices may at first glance seem 
foreign whthin the context of newborn intensive care, 
they are based on fundamental principles of infant care- 
giying that transcend settings. Winnicott is quoted with 
saving: "A baby is always contending with being done 
to." Regardless of the setting, three features should 
characterize infant caregiving: individualization, 

responsiveness, aiui respectfulness (Gerber, 197^). Gon- 
zalez-Mena & Eyer (1980) offer 10 principles of relating 
to an infant with respect. Among these are: involve 
infants in things that concern them, invest in time when 
you are totally available, learn the infants' unique w'ays 
of communicating and give them the opportunity to 
experience yours, respect infants as individuals, build 



security by teaching trust, and be concerned abou^ the 
quality of development in each stage (p. 9-10). 

Developmental care en.*>ures that infants are thought 
about individually in the NICU environment, and con- 
ceiv'ed (^f as competent to collabc^rate in their own care. 
The developmental approach asks NIC U caregivers to 
watch closelv t(^r the infant's envn effc^rts, to notice in 
what context the infant is most well-regulated and com- 
petent, and to infer just enough assistance to support 
the infant's own developing capacities and next steps. 
The guidelines lor feeding stress the importance of thi' 
infant's increasing initiative and competence, h: this 
way, caregix ers pUMne^te the devekq'jment of effectance, 
effectance motivation, and the experiences of mast-^rv 
outside ol the womb. 

In the da\ care literature, considerable attentic>n is 
paid to the activities of physical caregiving: diapering, 
feeding, sleeping, comforting. Caregiving is defined as 
not just the activity, but the entire sequence and 
ambiance ot care: what happens before, during, and 
after. This approach is illustrated in the following 
description ot diapering in an infant care program: 

F/rs/ preptm' the orohvmucnl aini ^ct the })iaUrial> 
rciuh/. Next yt’ the child, bid Id her be. WdU h mid 
wait until >he notices i/Oic Let her know lehat will happen 
and fell her about each dep alon^^ the way. After care, stay 
with her until <hc ha^ settled with an activity and is re~ 

en^a^ed (.Abel, porson.a cotniminication. bJVS). 

The developmental approach brings this same atten- 
tion to the process of caregiving to the NICU. Because 
infants are forming their perceptions of the world, they 
absorb not onlv what is done in physical caregiving, but 
the manner in which it is done. Gonzalez-Mena and 
Eyer (198(1) point out that certain basic needs of the 
infant are met through physical care; either higher level 
needs are met in the wav the physical care is delivered. 
The pacing of care, so central to the developmental 
approach, allows for a thoughtful, unhurried, finely 
attuned dialogue between infant and caregiver. This 
kind of earlv experience communicates to the infant 
important messages about the human environment. 

Lallv and Phelps (1994) stress thal settings for infants 
should offer security, protection, and intimacy. Primary 
caregiving arrangements and continuity of providers 
arc central to creating a sense of security and trust for 
the infant and for the family. When caregivers are con- 
tinually changing, iiifants have to work harder to get 
their message across (l.allv & Phelps, 1994V but also 
have no opportunity to develop expectancies and there- 
with trust. This has been shown to lead to depression, 
failure to thrive, and hospitalism syndromes. For infants 
who are premature and medically fragile, this is of even 
greater seriousness since the resources to rally in the 
face of stress are more limited. 

The presence of parents is the most fundamental 
basic security that an infant can have; it is imperative 

7 



6 }um*/Ialv 1^9S Zero to Three 



I ha I slaH be supp(.>rled and educated about the primacv 
of parenting and about their role in supporting the 
realignment of parental and fetal inlant co-regulatorv 
energies. I he profe.ssional caregiver's own direct inter- 
action with an infant in the NICU needs ti> model the* 
attunement to the per‘>onhood of that intant at all times. 
This assures the parent of the appropriateness of the 
affective value with which they imbue each of the 
child's movements and actions, m> matter luiw small. 
This co-regulatory nurturance of attunement through 
modeling and through respectful pivoaration of apprci- 
piiate settingss tor the parent/infant co-regulation is the 
professional caregiver's most far reaching responsibilitv 
in the ser\ ice ot the infant's well-binng. This is of par- 
ticular importance because oi the very intensivist set- 
ting which the infant requires. The de\eli^pmentai 
model not onlv seeks to prc>tect tlu* infant from inap- 
propriate and overstimulation and frcnii unnecessarv 
procedures but seeks to assure that each infant is cared 
tor by persons who know the infant intimately, that is, 
who know the infant's wavs of initiating and of show- 
ing competence and distress. These are caregivers wlu> 
define their own competence bv their co-regulatorv 
responsibility and effectiveness, that is, wlu> ha\'e an 
apprc>priately educated emotional iiu'estment in the 
infant anci parents' increasingly autonomous co-regula- 
[ory competence. 

Support for the effectiveness of 
developmental care 

Increasingly, research is documenting the role of de\'el- 
opmental care as an important framew'ork for newT‘>orn 
intensive care delivery resulting, for the most high-risk 
group of very low birth weight ventilated infants, in 
impro\'ed medical outcomes such as decreased intra- 
ventricular hemorrhage, reduced se\'eritv of chronic 
lung disease, improved growth, earlier discharge, and 
significantly reduced hospital costs (Als et al, 1986; 
Becker et al. 1991; 1993; Als et al, 1994; Fleisher et al, in 
press). Increased protection of and support to the de\'el- 
oping nervous system by adapting the environment to 
the individiial capacities of the infants appears to result 
in improved patterns of brain functioning (Als el al, 
1994). This has also been demonstrated for hea'thy 
preterm infants receiving developmental care. Their 
brain functioning patterns were found to be signifi- 
cantly more similar to full-term infants, and very differ- 
ent from those of preterm infants not receiving develop- 
mental care (Buehler et al, in press). It appears that 
developmental care may differentially protect the 
frontal lobe, a finding of interest, given that the neu- 
ronal organization of this region occurs relatively late in 
tlu* developmental sequence (Huttenlocher, 1984). 
These findings are particularly encouraging since the 
frontal lobe is implicated in organizing executive func- 
tions of the brain — attention, state regulation, planning, 
prioritizing, and monitoring. These are the : unci ions 
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w'hich haw previously been found to be particularlv 
vulnerable in the preterm infant (Als et al, 1989; 1 lack c‘t 
al, 1994). 

Challenges of implementing developmental 
care nurseiry-wide 

CX'ei the past five years, we have collaborated w'ith col- 
leagues from five hospitals on the National Collabora- 
ti\'e Research Institute for Harly Childhood Intervention 
(NCRl-HCl), a multi-site studv funded bv the L-S 
Department of Hducation, to examine the effecti\ eness 
oi the developmental approach (Als et al in prepara- 
tion). In addition to an experimental inwstigation, this 
study provided the opportunity to examine questions of 
implementation — to explore the reasons that clinical 
insight of the individual practitioner about the impor- 
tance ot developmental care is not easilv translated in.tc> 
larger scale, nursery-W'ide implementation. A senior 
neonatologist anticipated the dilemma 23 vears ago as 
he recalled his first aw'areness c>f de\'elopmental care: 

Let ffic fell you (ibout the fir>t lievelopnieutal }inr<e, >he 
^eenieii to do better ot ynvaye feedi}iy than the others. I 
TCiitehed how i^hc fed the babies. She put the tube /// mid then 
>he\i :^tivkc around the baby'< beffy, ju<t like >he wa> calm 
tny him. W(’ notieed the babie< fed a lot better, didn't :ynt up 
a> much, and yained better. So we noticed that, and 

our thought wa^, xohy doesn't everybody do it? 

(C'lilkorson & Als, p. 20) 

This nurse's caregiving demonstrates her intuitive 
association betw'een infant behavior and her caregiving 
practices, a link wdiich resulted in improved outcome. 
Parents often ask: Why does developmental care need to 
be proven? Isn't it obvious that this care is wdiat the 
infant and the family need? Nurses and phvsicians have 
commented that it is just common .sense to make the 
baby and family as comfortable as possible. What 
makes developmental care so challenging? Whv is it not 
practiced by everyone? And lunv can nursery staff be 
supported to move tow\ird this new framew'ork for 
care? 

As part of the NCRI-ECI studv, interview’s w’ere con- 
ducted w'ith over 160 NICU professionals and family 
members to explore issues in iniplementation. It 
appears that many of the challenges are tied to the 
nature of the developmental approach itself — the fact 
that it is theory-guided, relationship-based, and sys- 
tems-oriented (Gilkerson & Als, 1995). 

The key concept of the developmental care frame- 
w^ork is the concept of co-regulation, based in an evolu- 
tionary, theoretical framewn>rkof a neurobiological basis 
for the social nature of humans. The concept of co- regu- 
lation is central to the understanding and support of the 
relationship betw'een the infant and family in the NICU. 
Implementing a theory-guided rather than a procedu- 
rally-driven approach is challenging in any setting; it 
is especially challenging in acute care environments 
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which arc, bv tradition and necessity, oriented to stan- 
dards, protcvols, and care^iving routines (Gilkerson, 
19^0). A co-regulatorv framework to care requires that 
the caregi\'crs be mindful of others and, therefore, be 
rellective abc^ul their own actions and ways of being. 
Reflection as a framework for practice is not typically 
arliculated in action-oriented, intensivist care work. Yet, 
with the move toward developmental care, reflective 
practice, bv necessity, becomes a focus. 

The role of reflection in the implementation of de\ el- 
opmental care has been spelled out recently in more 
detail (Gilkerson & Ms, 1995). The ZERO TO THREE 
Work Group on Supervision and Mentorship defines 
reflection as "the cmitinuing conceptualization of what 
erne is obser\ing and doing" (Fenichel, \992, p. 10). 
Reflection provides a framework for "knowing-in- 
action" (Schbn, 1983; 1987) and shifts focus to include 
self-knowledge as a necessary professional ccnnpetency 
(Bowman, 1989). Since the core of developmental care is 
the observation of infant behavior and the formulation 
of caregi\'ing plans based on that observation, Schbn's 
(1983) ccmceptuali/ation of "reflection-in-action" is par- 
ticularly apt. Developmental care implementation 
requires "the processes of 'feeling,' 'seeing,' and 'notic- 
ing' what it is you are doing; then learning from what 
vcHi feel, see, and notice; and, finally, intelligently, even 
intuitively adjusting your practice" (Trommel, 1993, 
p.438). Trommel (1993) points out that to be open to 
reflection one has to change the way one's mind works, 
a challenge for any trained professional caregiver. An 
experienced nurse described how difficult, yet reward- 
ing, it was to let of familiar formulas that have 
shaped practice: "So much of nursing is doing renitine 
things in a routine way. 1 used to suction every 3 hours, 
regardless. Now 1 think, 'Who am I suctioning for— me 
or the baby?'...l knew what to do before, nenv 1 know 
why." (Giikerson & Als, 1995). Developmental care 



requires the c’lU'uuragement ol flexible minds, comfort- 
able with "doing, learning, and coming to know" (Trem- 
mel, IW, p.4TS). 

Relationships impl\ connectimis. Nurses who 
embrace a de\elopmental approach acknowledge the 
onnections between themselves and the intants and 
tai lilies for whom thev care. 

/ //sC(Z lo lliiuk ui. puf a liUhctcr 

lioini lliccfuiolnh hial tube. I'i^t /(> Jiauyea iinipcr. 

I'm lo flip him. rm clo>o Ihc door, tUid iiu 

^oiih* on lo m\f no.xl job and ini nol /n look in iis^mn 
nnlil I hiUY more hi>k> lo do lo Inin." I kiinr irlml I luul lo 
do Ifitil dtiu bill I ividlu didn 'l Ihioc n '^cii'^o (>f mho Ihc lilllc 
person u'tK I U'lh ivhiliih* /(> 

AIu mind>cl different funr. \ou' I fhink irJicn I \^o into Ihc 
i^olcffc, if'< idino<l lir.c n i'i>il. I m loinin^^ in lo conwinni' 
calc irilh \/on Ibabi/I and Ihc babi/'^ :sOin^ lo conimnnicalc 
back u'ilh nn\ I'm lo i^b^croc and a>>c^< Ihc infant and 
there arc <omc llini^^ I hare lo do but im lo icalch 
ichal he'> felling; me ami adjust u'hal I have lodo c^iven the 
iiiC> lhal Z/CS y/e/i/y me . . . I iccl conm\lcd. .m* much more 
in Innc. (C.ilkrrson .Al"', p An 

This new connection, with the infant .strengthens the 
capacit\- to nurture relatedness between parent and 
infant. 

Hefore I learned about the devclopmenlal apjnvach....lin falk- 
in<^ icifli parcnl<i I foci/>cd on ti.xcd traits like he has blue 
ei/e^ ... I did/if talk about . . . hi> humanness. No:e / think 
I facilifafe jnurnts seeing their infant like a famil]/ would, 
knoicin^ their baby al home. K.iikrtsun vv Als. p 2-n 

Yet work with relationships is demanding. 1 he 
responsibility of connectedness can be threatening, 
especially to caregivers whc)se identity is tied to compe- 
tence with technology and science. A basic tenet within 
the mental health disciplines is that work with relation- 
ships requires ongoing super\ ision, a component which 
is typically absent in traditional NICU settings, as it is in 
many other infant care settings. The ZERO TO THREE 
Work C'jroup on Super\'ision and Mentorship (Fenichel, 
1992) has defined three essential elements of supervi- 
sion: regularity, collaboration, and reflection. In this 
framework, super\ isicm is a relationship tor learning 
where time is set aside on a regular basis, with an expe- 
rienced and trusted professional, to explore the "imper- 
fect processes" of professional practice (Belenkey et al, 
1986) and one's own responses to the work. Shanok 
( 1992) describes supervision as a place where "strengths 
are emphasized and vulnerabilities are partnered" 
(p.40). In the NICU the professicmal is continually called 
upon to make decisions and to act. In supervision, 
Shanok explains, learning is by reflection which then 
translates l\)ck into more thoughtiul, mindful action. 
.All NICU professionals should have access to opportu- 
nities for reflective supervision; at a minimum, mem- 
bers of the core developmental team should have the 
opportunity for individual supervision to strengthen 
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their sell-iuvareness tind their CiiptU il\' to in and 

support relationships. 

TIk' relational nature ol developmental care is als(^ 
evidi'iU in the proe<*ss(W implementation. Becauseol the 
nature o\ intensix ist care and interdependence amonc; 
the* caregix ers, changing patterns ot‘ \K U care is a com- 
ple\ endcMX'or whit h otten ivc]uires C(msiderable skill in 
social negcUiation and collaboration. l*or example, 
allo\vin^^ an inl'anl to c’omplete a lull skvp-uake cvek* 
without interruption may affect the timing of the ph\ s- 
ical c’xamination by the attending phvsician and resi- 
dents, medical procedures carried t)ut bv the fellows, 
specialtx' ccmsultations, laboratorx w'ork, respiratorv or 
other therapies, or ewen the ser\ ices of the housekeep- 
ing staff. The dexelopmental team must ciesign a 
process which considers multiple perspectives and 
includes all involved. This is particularly impeutant 
when changes affect w'hat Scheinfeld (Personal commu- 
nication, UW) has called the "flow' cU actix'ities." In a 
study of staff emotions in a psychiatric hospital setting, 
Scheinfeld h'»und that the way a staff person typically 
does a routine or procedure has psv^iiokygical meaning 
to him. The "flow' of activity" gives comfort, a sense of 
control, a sense of being able to effect outcome. When 
this flow is interrupted, there can be a chain of emo- 
tic>nal responses—anxiety, loss, anger. Because the 
developmental approach seeks to provide caie with 
rather than to infants, the developmental model must 
be implemented in a parallel fashion, that is, with rather 
than to staff. For implementation to succeed, an experi- 
enced nurse manager explained, the unit must work 
simultaneously towards two goals; ' We must integrate 
developmental care into practice ant' build collabora- 
tive relationships at the .same time," Therefore, one tT 
the most important capacities for the developmentalist 
in the intensive care setting is the ability to stay engaged 
with others despite apparent differences. Bettelheim 
(Bettelheim & Rosenfeld, 1993) states that w'hen we 
don't know' how to perceive another's behavior W'e 
"start w'ith the assumption that the reasons or motives 
that lie behind his actions...seem good to him" (p. 107). 
"We must ahvays proceed on the assumption that the 
other person's thoughts and actions are w'orthy of being 
considered in the most positive way possible" (p.ll9). 
Staying connected in this way requires a high degree of 
intrapersonal and interpersonal knowledge and skill, 
another reason why the provision of ongoing reflective 
supervision is essential. 

In the beginning days of implementing the devek^p- 
mental approach in one nursery, a staff nurse remarked 
that she often felt torn between the needs of the baby 
and the needs of the staff. The polarization w'hich this 
nurse experienced results in part from the press of clin- 
ical w'ork and the lack of time to consider the needs and 
perspectives of all involved. In the NCRI-ECI study, w'e 
found that it was essential for the developmental team 
and the nursery leadership to set aside regular opportu- 
nities to reflect upon the process of implementation to 
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sknv din\ n the procc'ss and c'onsider all aspects of the 
evidutiiMi tinvard dex elopmentallv suppi^rtive care. A 
miulel k^r this priK'ess is described elsew'lu're (( lilkerson 

Als, log-,). 

The relatiimal nature o\ developmental care, bv deh- 
nitiiui, makes it svstems-oriented. As noteii alnwe, a 
change in any one part lO' the system has effects for the 
entirety ol the svstem. k hanges in the larger system, in 
turn, affect the dynamics within the smaller unit. As 
part id the periodic rex'iew of the implementaliim 
process, it is important to step back and lake the pulse 
of the larger nursery sx'stem (Ciilkerson, 199 . 1 ) in order 
to understand the uiiit culture, particularly patterr^s of 
communication and conflict management (Shortell el al, 
1991 ); critical ex ents affecting the unit; and, most impi^r- 
tantly, the unit's identitx' and sense of distinctive com- 
petence (Cooperrider & Sri vast va, I9S7). I'oslering of 
change and grinvth, therefore, must always keep in 
mind the txvo interrelated and mutuallv catalyzing com- 
ponents of the system's groxvth and of the growth of 
indix iduals xvithin the svstem. 

Summary 

The biggest change in N’lCU care, the move from proto- 
col and procedure-driven to relationship-based dexa*l- 
opmental care is gaining momentum. A methodology 
for teaching about the observation of the infant's behax^- 
ior is noxv available. Research documenting the efficacy 
of the approach is increasing; insights into individual 
and systems supports needed to ensure success and 
effectiveness of the approach are becoming increasingly 
understood and articulated. As the NIC'U begins to 
define itself not only as a physical care setting, but also 
one that supports emotional xvell-being, the infants and 
families in its care w’ill gain. Moreox er the sense of effec- 
tix'eness and satisfaction of the professionals in the set- 
ting w’ill also increase. 
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Newborn Intensive Care Units Pioneer Family- 
centered Change in Hospitals across the Country 



Beverley H. Johnson 

Institute tor l amilv-centerod C\ire, Bothesd.i, Mdrvl.md 

/ he htiln/ ^irl drlnyreti In/ oiiny^cuci/ >irfion av/s 

like M> main/ who hc^hi fheir iivc> i)i nowhom hitcu- 

>nr cmv; honi 0 }}i\/ 2b wirk< (iffcr eonccptio)!, nociicii 

ininiciiioto, life >nppofl. She uv?s ploecii ofi ti ven- 

tilator mui ru>heii from the lieliven/ room (uui fro/// her 
mother loifhin miiiute^ of hirth. Ihtt unlike mmiy premnliire 
infinite who >trus^^le with >eriou> lun^si iufeetion> and other 
major eo}}iplieatio)}> in the xoeek> after hirth, je^>ica made 
rapid and steady pro^re>> entirely free of the typieal cojiipli 
eatnm> of preterm delixyry. Withi}i two xtyeki^, >he wa> off 
the xyjitilator, and a week later >he no longer }ieeded >upple- 
tnental oxy^eii. She started tiipple feedin^> earlier than 
expeeted, gained xtyi^hl ^teailily, ajid at just 36 weeks after 
eoneeption, jessica went luniie with her family as a healllw, 
^roxoin^, infant xoilh a stnm^ pro^^nosis for a healthy future. 

What explains this baby's quick, complication -tree 
recovery from intcMisive care in the first days and wevks 
after birth, while so many critically ill newborns face a 
mucli nu>re difficult struggle to survive^? Dr gretchen 
l.awhon, director oi the perinatal-pediatric de\eli^p- 
mental progra’ i at the Children's Medical Center o( 
Northwest Ohi , attributes much of the baby's success 
to important tamily-centered clianges taking place in 
conjunction with the individualized developmental 
approach to newborn intensive care. These changes 
place families at the center (d care, acknowledging that 
parents and other family members are the most impor- 
tant people in a baby's life and are absolutely critical to 
his or her well-being, especially when infants need life- 
saving technology and the help of skilled professicmal 
staff tc) survivt 

bamily-centered care promotes practices thai luirture 
the strong bonds that begin between infants and their 
families before birth and supports those relationships 
throughout the intensive care experience. 

Jessica's parents were included in her care from the 
moment of delivery. Although her mother was not able 
to hold the baby immediately after birth, she was able to 
see her briefly. Jessica's father followed her into inten- 
sive care and moved freely between the infanl and her 
mother during the first few hours, supporting both c>i 
them during this critical period. The next dav her eight- 
year-old brother spent time with his new sister. Staff 
members explained the baby's condition to him, 
answered his questions, and told him about their plans 
to support Jessica, him, and their parents. At first, med- 
ical staff met daily with the parents, reviewing plans for 



care, anticipating problems, listening to their concerns, 
and supporting their decisions on issues such iis breast- 
fet'ding. As the baby's health progrt'ssed, these meet- 
ings occurred weekly. Throughout Jessica's intensi\'e 
care experience, her parents spent a considerable^ 
amount cT time with her and became comfortable hold- 
ing, feeding, and diapering her while she was still in the 
luispital. 

'Tt is impossible to overestimate the power e>f a par- 
ent's presence," says Dr. Lawhon, "I'\'e seen this again 
and again. When two critically ill infants have the same 
clinical diagnosis, the one who has farniK present, 
pulling for him or her and actively participating in care, 
will almost alwavs do better." 

While the national political debate on health care 
reform has stalled over issues of financing and organi- 
zational structure, and managed care is dri\ ing struc- 
tural and economic changes in many communities and 
states, health care professionals and families in hospitals 
across the coimby are working closely together to pro- 
nu)te significant change in the ways that infants, chil- 
dren, adolescents, and their families experience and 
participate in their own health care. 

Increasingly, newborn intensive care units (NICUs) 
actively promote this family-centered change. Physi- 
cians, nurses, and families collaborate intensiwlv to 
improve the quality of care, contain spiraling costs, 
meet important emotional and developmental needs of 
infants and families, and improve medical and develop- 
mental outcomes. 

What is family-centered care? 

l amily-centered care offers a new way.of thinking about 
the roles of families and health care providers. f‘amilv- 
centered providers recognize that over time, the family 
has the greatest influence ('iver an infant's health and 
well-being. They assume that all families, even those 
who are struggling with very difficult life circum- 
stances, bring important strengths to their infant's 
health care experiences. 

Family-centered care providers acknowledge that 
emotional, social, and developmental support comprise 
integral components of health care. This approach 
empowers families and fosters independence; supports 
family caregiving and decision making; respects family 
choices, builds on family strengths; and involves fami- 
lies in all aspects of the planning, delivery, and evalua- 
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lion ot luMllh caiv services. Inlormalion sliaring and col- 
laboration between families and stall are cornersttmes 
of familv-cenlered care (Institute lor 1-amily-Cenlered 
Care, 

Why are NICUs becoming more family- 
centered? 

bamil\'“Cenlered chaiv^e has de\ eloped in response to a 
growing; sense that the care ol preterm and critically ill 
infants, while technically proficient, often fails io meet 
important c-molional, de\'elopmenlal, and practical 
needs of babies and their lamilies. Also, tradilicmal 
approaches to neonatal inleitsive care often foster 
dependencx' in families, interfering w ilh the intanl-tam- 
ilv relationship and with lh(' family's ability to pren ide . 
care at home and in the cennmunily. NICUs employ 
some of the most st>phisticaled technological adx ances 
in modern medicine. While the skilled prolessional use 
of this technology has enabled health care professionals 
to preserx'e and extend the lives premature and criti- 
cally ill infants, it has sometimes been delivered witlunil 
awareness of the impact of treatment on developmental 
iK*eds and long term relationships. Parents ha\'e 
expressed the dilemma this way: 

In <iutc oj efforts, I conhi}i't feel ivnifortahle in the 

NICLL It is (1 phne to inspire pity inui tenor i)i a paroit. 
Hospitals are iiitiifiuiatini^. NICIH cct’n //i()rc so. I felt I had 
no ofntrol in this sitiiatum, I was just a In/sfander. People 
line <ayins^ oeiy iniporhwt thin^^s to }iie in a lani^na^e I 
l ouhi harely comprehe)n1. Although I ani nornmily a very 
eof}ipetent person, I felt totally lost. (K.ijMcki, hM2, p. .'>7S) 

In contrast, when NICU staff create a fainily-conlered 
atmosphere for care, families know they provide essen- 
tial c.re for their infants. For example, one young 
mother said, "Nurses taught me [o do all my baby's 
care. They were just there io do his care when I wasn't 
there." 

C\>st also drives familv-centered change in the 
NICUs. Traditional approaches to hospital care are 
expensive, and NICUs use a high proportion of a hospi- 
tal's resources. Infants under the age of one month, pri- 
marily NICU patients, account for nearly one-quarter of 
the patient days in a children's hospital and 27 percent 
of hospital charges. When a family participates effec- 
tively in an infant's NICU care, infants spend less time 
in the hospital, transition to home more easily, and 
experience fewer hospital readm.issions. All of these fac- 
tors affect the cost of care. 

Other forces driving family-centered change in 
NICUs include: 

liuliviiiualizeii developnieutal eare. 'Phis in-depth, system- 
atic approach to neonatal intensive care incorporates the 
strong belief that "family-centered care and devek^p- 
mental care are inextricably linked" (Als, personal com- 
munication, 1^^2). The data emerging from the devel- 
opmental care research documents the efficacy of this 




approach for impren ing medical and long term devel- 
opmental outcomes and minimizing the cost ot care. 

i'.arly intervention. The availability of effective early 
intervention prcigrams for infants and toddlers with 
special needs and their families has grown in recent 
years. As community-based early interx'ention 
providers and NICUs weirk more closely together, hos- 
pital staff become more aware of infants' long term 
developmental needs, tiie x'alue ot family-to-family and 
other family suppc')rt, and the importance of facilitating 
the transition from the NICU to the community. In some 
states, NICUs receive funds and personnel to further the 
implementation of familv-centered, developmental care 
and to improve coordination between NICUs and com- 
munity-based early intervention programs. 

Fionily ailvocaey. Increasingly, families are voicing their 
concerns and priorities about traditional approaches to 
NICU care. Awareness that families are the infant's pri- 
mary caregivers is growing among professionals. Fami- 
lies' contributions to changes in maternity care and ser- 
vices for childrerc with special needs demonstrate that 
families bring valuable expertise to planning, imple- 
menting, rmd evaluating NICU policies and practices. 
Quality viproventcni . As hospitals strive to assure the 
quality (»f services and satisfy their primary consumers, 
they are intensifying their efforts lo respond to the iden- 
tified needs and priorities of infants and their families. 
The collaboration central to family-centered care pro- 
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\ iJt‘s important amlinuous itvJbculs on tlu‘ quality and 
a|'>p>ro|')i'iatonoss ot sorx'icos from those who rocoi\\‘ 
tiit‘m. 

What changes docs family-centered care 
bring to NICUs? 

hamiU -centered thinking prolmindlv changes 1k>w pro- 
fessionals and families wmk together and care k>r 
infants in critical care settiiygs. It alst^ spurs impt^rtant 
ihanges in the design aiul physical eiuironment of 
XIC'L's to provide more suppt>rti\ e care lor infants and 
their families. 

IniUvidiiiilizcii licvclopincntnl cmv luul fmnily/piv- 
fc<<iouiil collahonition 

1 hroLigh liie newlx^rn treatment a['>proach kmnvn as 
indi\'iduali/ed dex'elopmental care, health professionals 
increasingly recognize that e\en the most \ulnerable 
preterm infants lia\'e innate strengths and individual 
dexelopmental needs. lndi\'iduali/ed de\*elopmental 
care builds on each infant's emerging competency to 
achieve stability and shape his or her own de\'elopment. 
This approach to care results in lower morbidity, 
reduced complications, sluirter hospital stays, lower 
costs, and better long term oulcc^mes (Als, 1 1., l.awhon, 
Ci.. Duffy, 1*.H., Mc/-\nulty, (kB., Gibes-Clrossman, R., & 
I'ackman, ).Ci., 1494). 

Those who practice intli\'iduali/ed de\’elopmc*ntal 
care emphasize the importance of working closely with 
family members to help them appreciate their infants' 
individuality, humanity, and very real strengths in an 
en\'ii'onment that is often frightening and dehumaniz- 
ing. 

With a family-centered approach, staff no longer see 
families as \'isitors to the NICU, but as their infants' pri- 
mary caregivers and essential partners with staff. Those 
whc^ practice indi\'iduali/.ed developmental and family- 
centered care understand that they are not substitute 
parents, but faciiitatc^rs wlu^se job is tti help parents and 
other family members assume their natural role as pri- 
mary caregivers. They recognize that infants and par- 
ents come to N'ICUs with strong relationships devel- 
oped during pregnancy, and that NICU staff should 
nurture and protect that vital bond, minimizing the 
harm that the necessary technoU^gical interventions can 
inflict on it. 

In addition to working densely with individual fami- 
lies, family-centered NICUs systematically involve fam- 
ily members in policy development and prc')gram plan- 
ning by inviting thc'in to participate in advisory coun- 
cils. to facilitate peer suppe^rt, to serve as educators fc^r 
staff and professionals-in-lraining, to de\ 'lop linkages 
with community agencic's, and to participate in other 
collaborative activities. By involving families at this 
level, NICU professionals gain valuable insight about 
how families experience care, what they need and want, 

u. 



ami hmv lht‘ NICL can continuously imt^rove si‘r\-ices 
tt^ accommtKiale and support them. 

Ont‘ the most impt^rtanl and controversial aspects 

family-centered change involves cuMting 24-hour-a- 
day open visiting guidelines. With such guidelines, fam- 
ily members, rather than ht^spilal staff, dt'fine who their 
"family" is and decide the length and time o\ \ isits. 

C urrently, many .\!CU \ isitmg policies claini that \'isit- 
ing hmirs arec^pen, then list exceptions when the uiiit is 
closed, such as tiuring changes (4 shift, I'ouiuis, ad mis- 
sitMis, emergencit's ov st^ne procedures. 

When NlC'Us ai'd tUher ht^spital units gain experi- 
ence with truly t^pen pt^icies, prevituislv held beliefs 
about issues such as amfidentialitv begin [o change. 
Nurses and plnsicjans who practice tamil\*-a*ntered 
care discover that they can conduct rounds and other 
reporting procedures in discreet wavs that respect fam- 
ilies and preserve their confidentiality. When cmnplex 
issues require discussion, sit-down rounds in iHher liK'a- 
tiiMis usually meet the need more apprc^priatelv than 
extended bedside discussions and help reduce noise 
lev'els at the infant's bedside. 

Some NlC'Us restrict visiting hours primarily io 
relieve staff of the need tti accommodate family mem- 
bers during part of the dav. L’nfortunatelv' these NICUs 
do not recognize the vital role of families to infants' 
health. NICUs struggling with v isiting issues need to re- 
examine staff priorities — recognizing their primarv^ 
responsibility to serv'e infants and families — and 
explore other ways to meet staff members' legitimate 
need to deal with the stress caring for critically ill 
infants. 

Fa))iih/-to-faniili/ support 

Families who share the stressful experiences of critical 
care can support each other in tremendously valuable 
ways. To encourage fa mil y-to- family support, family- 
centered NICUs promote formal and informal contact 
among families. Their staffs look for wavs to facilitate 
helpful one-on-one relationships between families with 
similar backgrounds or parallel medical situations. This 
can include recruiting and training families of NICU 
"graduates" to share their experiences with families in 
the hospital, offering both practical and emotional sup- 
port. Family-centered NICUs also help families connect 
to family -to-family support networks in the community. 

What barriers do individuals and institu- 
tions face as they implement family-cen- 
tered care? 

Many individuals and most organizations struggle with 
change toward family-centered care. Such change 
requires health care professionals and family members 
to think and act in wavs that counter long-held beliefs 
about their roles and responsibilities. At first, family- 
centered practices may also seem to require more staff 
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linu* and tMK’rgv dislinb c.iivlulK’ dc‘\'iso^.i jx^lu it’s 
and praclitvs. Barriors to c han^f iiuiudt*: 

Tradili{>nal NKl: training and pnHvduivs 
ha\v t*ncourag(.‘d professional slatf lo think thenv 
sel\os as infants' primary earogivors in intensive eare. 
Learning to share responsibility tor tht* babies' health 
and taeilitate tamily earegiving can be verv ditticult, 
partieularlv under the stressful eontlilions ot eritieal 
eare. Until thev have direct and pt>siti\*e e\peric*nces 
sharing responsibility with families, profes^it^nals ma\ 
feel that working with fanhlv members will only add to 
an alread\' burdensome work load. 

In fact, famih'-centered practices ultimately lighten 
staff loads. As a nurse who learned to practice tai uly- 
centerod care at Phoenix C hildren's Hospital has said, 
"I^Vorking with families! is more wt)rk up Iront, but it 
gi\es added energy and you see added \alue. In the 
end. vou do less care because families are able io do it." 

Cither stresses mav also make statf reluctant to make 
fa mil v-centered changes. Because they must perform 
difficult and sometimes painful procedures on fragile 
newborns, Sv>me NICU staff find that focusing on the 
technological aspects of their work 's less stressful than 
relating to tamilii*s and thinking about the emotional 
needs and feelings of the tin\ infants they work to save. 

MiUrniiti/ uvr. In some hospitals, prenatal and mater- 
nitv policies for pregnant women at risk for premature 
delivery foster dependency and low self-esteem among 
these women, l or example, some lu^spitals designate 
nap times or set \'isiting pi>licies that restrict times when 
families can be together. Health care providers often 
develop care plans without incorporating the prefer- 
ences and concerns of a woman and her family. Sched- 
ules designed for .staff com'enience without thought io 
women's needs and priorities, failure to explain med- 
ications and procedure.s, and the absence ot inft>rmation 
about what to anticipate with high risk pregnancies fur- 
ther rob expectant mothers ot the belief that they can 
make decisions related to their own bodies and care 
competently for their newborns. 

Family rcluctmur to ^pcak up aud participate. l‘he frighten- 
ing and intimidating nature of intensive care makes 
many families reluctant to speak up and assert them- 
selves. Because most families have little experience 
working as partners wi'.h health care professionals, they 
need support in order to do so effectively in such a 
stressful environment. 

Uuit design. The physical design and space allocation of 
many NlCUs has been determined by the need for 
equipment and staff without sufficient regard to includ- 
ing, supporting, and encouraging families during their 
infant's care. The entrances to NlCUs often create nega- 
tive first impressions that intimidate families. Noisy and 
brightly lighted units frequently lack bedside space for 
families, places to spend quiet time with their infants, 
places for families to learn and practice caregiving. 



nuuns tt) cooler with tUhers on the health care team, tuul 
lounges tor rest and relaxation with family or friends. 
While inqx>rtant lamily-centered changes can occur m 
an unsuppt)iliu* physical eiu’iR)nment, inadequate or 
p(H)i lv dt'signed physical spaces severely limit, and can 
t'ven prevent, full implementation of family-centered 
ca re. 

Rotrii fed vi'-ihu^ pohcic> and the uiyth (>/ e}idan^eriu^^ co)h 
Udeiihality. Restricted visiting htnirs and institutional 
definitions t>f familv that limit wIk) may visit tail to rec- 
ognize the diversitN' ol families, suppt>rt their needs, 
and hoiX)r the central role thev play in infants' lives. 1 he 
mistaken belief that open visiting and full informatii>n 
sharing policies will endanger pri\ acy and confidc*ntial- 
ity pre\ents some professionals from fully implement- 
ing family-centered policies. 

l.aek of '^faft k}iou'led^e about developmental iieed'^. Highly 
trained staff who deliver sophisticated technological 
and medical care may lack knowledge about the unique 
developmental and emotional needs of fragile preterm 
infants. Their limited knowledge of infant de\ elopment 
mav prevent them from effectively helping families 
learn their infants' dex’elopmj'ntal cues. I'urther, statf 
may not fully appreciate the importance of a strong 
infant-familv relationship to the child's long term health 
and well-being. 

Strategies for change 

Making the change to fa mil v-centered care' requires a 
long and e\ olutionarv process in most hospitals. Small 
changes undertaken experimentally can have a power- 
ful positi\’c impact on a unit and, ultimately, on an 
entire institution. When NlCUs become centers of 
change that focus the energies of motivated staff and 
families, thev also become catalysts for broader change 
toward family-centered policies and practices through- 
out a hospital. Several strategies can help begin the 
process of change or energize changes already begun. 
These include: 

Develop a ^tatemoit of shared vision. V^'ision, mission, and 
philosophy of care statements set the tone and direction 
for a hospital and its maternity and newborn intensive 
care services. Hffective vision and mission statements 
convey an explicit commitment to family-centered care; 
emphasize the beliefs, values, and priorities of women 
and their families as key considerations in shaping 
maternity and newborn services; and convey respect for 
families and their primacy in their infants' lives. 

For example, the vision and mission statements 
adopted by the staff in the developmental pod ot the 
NICU at Phoenix Children's Hospital in Phoenix, Ari- 
zona, include the lollowing language: "We will achieve 
success through our dedication to patient and family as 
a priority, w'hile managing care with a team approach 
, . . Our main focus is on optimal developmental out- 

t5 
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come for our piUienls and maximum tamily im'olvc- 
mont and ctiucation." These stalemenls help ^uide deci- 
sions, policies, and practices at the NICU. 

Ciuiiiuct ii A detailed examination of 

the NK'U's philosophy, environment, policies, and 
practices, performed by an interdisciplinary team 
including families who have experienced care in the 
NICU, can help identify and prioritize areas for 
improvement and measuring progress. A usetul assess- 
ment includes such cjuestions as: 

• Does the NICU ha\'e a written philosc^phv (W care 
statement that respects the pi\'otaI role ol families in 
promoting the health and well-being c>f their infants? 

• Does the NlCU's environment coiu'cy that it is a 
caring place for infants and families? 

• Does the NICU environment prov ide adequate pri- 
vacy for families — at the baby's bedside, for breast feed- 
ing, and for consultations with health professionals? 

• Do NICU position descriptions and performance 
appraisals clearly articulate the necessity of working in 
respectful and collaborative ways with families? 

• Are families involved in caring for their infants 
from the very beginning and throughout the hospital 
stav? 

• Are documentation prcKedures and forms devel- 
oped in consultation with families? 

• Do staff interact respectfully with all families? 

• Do families who have experienced the NICU par- 
ticipate in developing and evaluating its policies, pro- 
grams, practices, and unit design? 

The self-assessment inventory included in the 
resource list accompanying this article serv'es as one tool 
for conducting such an analysis. 

{} vnricty of formal aini ififormnl ways to collaborate 
with When consulted and included, family 

members with experienre in NlCUs make valuable con- 
tributions to program and policy dev'elopment. To build 
C(>llaborati\e relationships with families at this level, 
NlCUs can establish family advisory councils, hire fam 
ilv members as liaisons or consultants, and include fam- 
ilies on planning teams for facility design and construc- 
tion. 

l‘or example, Hermann Hospital in Houston, Texas, 
has createti a parent adv'isory group and a family-cen- 
tered care committee for the NICU. These groups help 
address issues of concern to families. To alleviate fami- 
lies' confusion on first entering the NICU, they have 
devvloped three videotapes to explain how staff mem- 
bers function in the NICU and what the equipment is 
for. They hav'e also created a "communication book" 
specifically for families, to supplement the medical 
chart as a way for family members to communicate with 
nurses and physicians. The groups are also seeking 
ways to better involve teen-age parents in program 
planning and evaluation for the NICU. 

Cedars Sinai Hospital in Los Angeles works closely 
with families in the NICU through Good Beginnings, a 
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parent -to- pa ixmU support grouji that has operated in the 
liospilal since Director Dorothy Williams, once ii 

parent in the NICU, now coordinates family-to-family 
conlactsand trains parent volunteers to provide onc-on- 
one support to family members during their infant's 
hospital stav'. Ihe progiam includes uxvklv' meetings 
for parents and offers financial support tor transporta- 
tion and babysitting to those in need so that they can 
spend more lime with their babies. Because the commu- 
nity is culturallv' diverse. Good Beginnings is working 
to diversify its kMin of volunteer and peer supporters so 
that Ihev can belter address the individual needs of fam- 
ilies in the NIC U. Good Beginnings members also serve 
on policy groups such as the hospital's Newborn Joint 
Practice Committee and the Life Support Advisory 
Committee. 

Cotuiuct a rcscai\li tlcmoiistration project. One strategy for 
promoting familv'-cenlered change when there is some 
resistance to change is to create a pilot study with a 
small group (^f professionals and familv' members 
within a NICU. Havinga limited research project within 
the unit designed to demonstrate the v'alue of familv- 
centered practices can facilitate innovation in a non- 
threatening way. Skeptical staff members become more 
open to change as Ihev ('observe ov'er time the positive 
implementation of new practices. 

In April 1992, a team of nurses at Phoenix Children's 
Hospital in Phoenix, Arizona, undertook a two-year 
study to test the effectiv'eness of individualized devel- 
opmental, familv-centered care, compared with stan- 
dard NICU practice. The team practiced developmental 
care with infants and their families randomly assigned 
to a five-bed pod within the hospital's 4.^-bed NICU. 
Preliminary results of the study indicate that infants 
who received individualized developmental care with 
high family involvement spent less time on ventilators, 
gained weight more rapidly, and had shorter hospital 
stays. 

Parents in the experimental pod also rated the NICU 
experience more highly than those recei\'ing standard care. 
"This approach is a great satisfier of families and stafl," 
says Carol Vecchi, family care coordinator for the nurseries 
at the hospital. "We know it's better for families." 

The study was so successful that the unit has created 
three new collaborative care teams to serve an addi- 
tional three pods and 17 more beds. A multidisciplinary 
group is also exploring wa''s to modify lighting and 
other design elements in the unit. 

Staff who participated in the study report that the 
experience gave them valuable opportunities to re- 
examine their roles and learn new ways to integrate 
families into their infants' care. One staff member said 
of the experience: "I thought 1 always involved the par- 
ents, but 1 only involved them on my terms, not theirs." 

Staff reported that working as a team and collaborat- 
ing with families took extra time at first, but ultimately 
lightened their load as parents and other family mem* 
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Ivrs boi;«in k) t«ikv primal r\' ivspoi^sibiliiv lor Ihoir 
in kin Is. 

I}}>tihitr \inc.\r Tho Newborn Indix'i Judli/ed 

lVvt‘lopnu*nttil C\m* tinJ Assessment l’roi;inm (Nll)- 
CAT) educates and trains health care prolessionals to 
sti'ueture programs i^t eare basc‘d on indi\ idual intants' 
slrengtlis and ciexelopmental luvds, organized in ways 
tiiat support incti\’idual intants and their lamilies. those 
who practice individualized dexelopmenial eare work 
to support and nurture the parent/intant relationship 
and build relationships with other protessionals whe^ 
can provide support tor ihe infant and lamily alter dis- 
charge. 

The Children's Medical Center of Northwest Ohio 
in Ibk'dc) has ivecMUly created a position dexoted tc) 
implementing indix’iciualizi'ci de\ elopmental and tam- 
ilv-eentered care tor the NICU, pediatries, and perinatal 
service's. This position is held bv dex elopmental speeial- 
ist Hr. gretchen Lawhc>n. She conducts NIDCAP train- 
ing in the NICU and wc^rks with staff help integrate 
families intt> their infants' care as early as possible. 

hnorponjic fninilu-ccntririi philo>opln/ info phy>iujl i/es/gM 
otui intc^irnfc hutiilic> into flio phninin^^ process. The 

sc]uare footage necessary to acccmimodate state-of-the- 
art techiu^kygv, treatment methods, and multiple, spe- 
cialized staff forces many hospitals to expand and 
rc'design the spaces allocatc'd for newborn intensixe 
care. Whether planning a limited renovation or signifi- 
cant new construction, pren'iding adequate space to 
nuvt family luvds should be a top priority. 

kven relatix'elv limited renovatiem and redecc^ration 
can make a significant difference to families, For exam- 
ple, the Children's Medical Center c^t Nenthwest Ohio 
plans to renovate its NICU to create a more x\*el coming 
and supportiv'e enx ironment for infants and families. 
All of the rooms will then hax e dim lights and muffk'd 
sound. The unit's twe^ entrances xx'ill create xvelec'iming 
first impressions fc^r families. Planners are also explor- 
ing wavs to create better space for families within the 
NICU.’ 

Planning for renox'ation or nexv constructic>n creates 
important oppc'^rtunities for hc>spital staff, design pre^- 
fessionals, and families tc') xvork together, rethinking the 
wavs NlC'Us serve and support infants and their fami- 
lies and planning more appre^priate NICU enxdron- 
ments. Integrating family members intt> the planning 
process can lu‘lp NlCUs carry out the principles they 
have articulated in vision and mission statements. For 
example, one NIC'U has developed a x ision for its spe- 
cial care nursery that includes the following points: 

• Wc believe that ihe nio<t es.<enfml component iii the 
/cj/y term outcome of nn infant b the junent -child relation- 
ship, 

• Wc believe that the parents do tiot "visit" their babies 
in the Special One Nursery; rather, they provide care and 
parentini^. 
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• We ivill create a}} environnnid that supports and pro- 
tects the baby's individual abilities and the fa}nily’< emc}\^- 
/ny parentifiif behavior. 

(Altj Bate'S Medical Center. lU-rkelev. CafitinnuU 

These ideas haxv profound implications tor the design 
of physical space. When such familv-centered x alues are 
taken seriously, they shape fundamental design deci- 
sions, suggesting xvavs that the facility itself can support 
families. A design planning team that includes family 
members is more likely to make the important connec- 
tions between these xalues and the often difficult design 
decisions that also include cost, medical and technologi- 
cal requirements, and other factors. 

histitiite home I’/s/fh/y. Some innox-ative perinatal pro- 
grams now include home visits to families to improve 
pregnancy outcomes and reduce health care costs. Sinai 
Samaritan Medical Center in Milwaukee, serving 
largely an inner city population, instituted home visit- 
ing as part of a statewide prenatal care coordination 
program. Inpatient nurses and medical students in their 
t)bstetrical clerkship are encouraged to spend a day 
with an experienced home care nurse, The home visits 
not only help pregnant women receive consistent pre- 
natal care, they also increase students' and profession- 
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als' rc'NpcVl ami appr'cialion tor Iho strengths ot tami- 
lios, Ihoir doop com mi I men I to their children's weltare. 
and the difficuUies they face in caring for them. A simi- 
lar strategy could be valuable for NICU professionals 
and families. 

Proriiic ftwuli/ criifrnui frini<itiOfial ciiic. Pos:ti\e experi- 
ences supporting tan lilies in transitional care can intlu- 
ence thinking and practice in NlCUs. In the Transitional 
C are Center (TCC) of Rainbow Babies and Children's 
Hospital in C leveland, CThio, tamily-centered practices 
have signilicar Iv improved outcomes and shtirtened 
hospital sta\ s. Special features of this unit include a sep- 
arate lix ing and sleeping area for each baby and his or 
her familv and a common area with cooking and eating 
facilities. Now planning a major hospital construction 
project, the team is expanding the TCC and applying the 
innox atix e concepts from the TCC to the new NIC U. 

Rcz'^ic'ic luatcniitif />roynn//s to ensure that policies and 
practices support women's choices, help them deveUip 
competency and self-assurance, and help them antici- 
pate and prepare for the complications of a premature 
or difficult delix cry. 

Cofinirt zeith enrhf hitcrvcntUvi pw^nw}>. Build on the 
developmental perspective of early interx ention profes- 
sionals in NlC'Us and integrate them into planning and 
adx’isory groups, support networks, and other mecha- 
nisms for professional/family collaboration and collab- 
oration between hospital-based and community-based 
providers. 

Rethink >tnffin;^ juittcni^ in NlCLl>. A NIC'U is a difficult 
place for residents to gain independent experience. The 
complex nature of care delix'ered in NlCUs requires 
more continuity and expertise than most physicians-in- 
training can reasonably provide on their own. 
Advanced nurse practitioners and physician assistants 
can proxide technically proficient care and ciffer more 
continuitx’ for families. Developmental specialists and 
parent liaisons also bring important expertise and per- 
spectixi's to a NIC U team.. 

Conclusion 

As professionals and families gain experience with lull 
collaboration and discover the rewards of xvorking 
together, familv-centered policies and practices pro- 
foundly change the health care experience for infants, 
children, adolescents, and their families in hospitals. 
NlCUs working to fully integrate families into their 
infants' care become models of family-centered care foi 
other NlCUs and other hospital units. 

In a changing health care environment in which hos- 
pitals face increasing pressure to cut costs, improx'e 
quality, and more effectively meet the needs of con- 
sumers, tamily-centered care helps institutions, pu^tes- 
sionals, and families provide high quality, cost-effective 
care for one of our most X'^ulnerable populations pre- 
mature and critically ill infants. 



T he fundamental change in thinking that places the 
needs of indix idual infants and their families at the very 
center o( health policy and practice is not easy tor maiw 
health care institutions and prtifessionals, and it takes 
time. But omc health care providers see either family 
members as the child's primary caregixers, especially 
during hospitalization, the pixicess tit family-centered 
change can be highly rewarding to professionals and 
x'itally important [o the Umg-term health of newborns 
and the people who matter most to them — their fami- 
lies. 
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The Colorado Consortium of Intensive Care 
Nurseries: Spinning a Web of Support for 
Colorado Infants and Families 



Joy V Browne, IMi.I) diui Suzanne Smith-Sharp 

^•uppoilcd bv the liUer,igcnc\- C oiirdinntini; Council lor 
(he ItulixidihiN with Pis,il^ili(k's l iliu*Uu>n Act, C tilor»uli> 
Pt‘p«Htnu’nt ot I'diu.itMn 

A '>phlt'r s /s s //•()/ /<,;(•; ihiw li 

. \lthot{\^h if !'> niihlc of fhni lU'lu iifc shdiul^, fho UYh /s not 
(•(/s/Zi/ hrokoiL 

llou'cvoi, ti uyh iorn rociy titiy..Anni n s/j/t/tw niiof 
irhinlii it when it *^ct> full of holc>. 

On inoniiny^, c luivlottc'^ n\'h m/s frnli/ n thin*^ of 
hcnnti/. This inoniiny cncli thin stnwii iod> liccorntni with 
dozens ot tiny lYtui> of water. 

the weh \ilisteneii in the li^ht iiiui nunie a piittern of love- 
iine>> and mystery, tike a delicate veil. 

Ihere. in the center of the weir neiitli/ Tooven in block let- 
ters, wa> a }nes<a*^i\ 

"Have yon heard about the words that appeared in thespi- 
iler s leeb? asked Mrs. Arable nervously. 

"Ves," rej^lied the doctor. 

"Well, do you understand it?" asked Mrs. Arable. 

"iindersfand what?" 

Do you understand how there couiil be any writiiii;^ in a 
spider’s web?" 

"Oh, no." stud Dr. Dorian. "I don't understand it. But for 
that matter I don't understand how a sphier learned to spin a 
web in the first place. Vs/hen the words appeared, everyone 
said they were a miracle. But nobody pointed out that the web 
itself is a miracle.'' 

W'hat's miraculous about a spider's web?" said Mrs. 
Arable. "I don't see why you say a web is a miracle — it's just 
a web." 

"Ever try to spin one?" asked Dr. Dorian. 
tmni Chtnlotlt ‘> Wrh. bv b.H White 

No(MiataI intensive care nurseries (NICUs) across the 
country are struggling to become "family-centered/' 
But while they embrace the morality and U'lgic of the 
values of family-centered care, NICU staff find that it 
can be extremely difficult to bring about tlie changes 
needed to implement this philosophy. 

I low can a NICU mov^e toward develc^pmentally 
supportiw* and familvHvntered care during these days 

Ackiiowledi^ments.yMv wish to thiink Rose Barber and Ann 
Marie MacLeod for their enormously helpful contributions to 
tile review of the manuscript. 



ol health care "reform/' and the associated "downsi/- 
ing," "rightsizing, " and reorgani/atioiC And e\en it a 
single nursery can tiike on this chalkMige siucessfulK', 
could almost all the NIC Us in a state work collabora- 
ti\ely toward a conuiKm goal of pnn iding indix iduah 
i/ed, developmentally supportive, and famil\ -centered 
care to high-risk and spt’cial iu\‘ds intants and their 
families? I he experitmee ot tlu‘ C. olorado C'onscirtium ot 
Intensive Care Nurseries demonstrates that a statewide 
movement can provide a strong web of support for 
changing the way that intensive care is provided to 
infants and theit' families. I his experience also prov ides 
valuable insights into the process and p>rogress iif 
change within indiv idual NlC'Us. 

Evolution of the Colorado Consortium 

I he initial sparks tor the consortium began in the late 
l9(S0s, when NICU professionals began to read about 
developmentally supportive care in the literature, 
attend meetings on the topic, and incorpiorate new' 
information into their clinical practice. A training center 
for the Newborn Indiv'iduali/ed Dev’eIop>mental Care 
and Assessment Program (NIDCAP, see box) had also 
been established in Denver in 1990. The availabilitv of 
the training center tor consultation and education in 
developmentally supportive care furthered progress 
within individual nurseries. I light of Colorado's 20 
NICUs committed themselv c*s to training a few of their 
staff in this approach. 

Nurseries that had invested in NIDCAP training 
soon recognized the need for additional support and 
consultation in order to implement the recommended 
approaches and to work toward nursery- wide changes. 
Because the eight nurseries that had received NIDCAP 
training (Originally w^'re working toward a common 
goal, it seemed Logical tco dev'elop a system of suppeort 
I(or this gnoup. NewT-xorn Hope, Incorporated, a Col- 
orado philanthrcopic organization that suppeorts educa- 
tion and research for prcofessionals who care for infants 
with respiratcory ccomplicaticons in newborn intensiv'e 
care units, preovided suppeort fcor the initial consortium 
efforts. 

The C(ons(orlium has beevome o statewide netwcork (of 
level II and 111 neconatal intensive' care units which preo- 
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j Definitions 
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Dovelopmentally supportiv e eare is j mclltod oi ( aiine, 
loi !i«ii',ik‘ iniitnts M tordin;.*, to .tn (‘vjUuition ol tin' iitdi 
\iiliul ml, infs not'ds ,ind slrtMi^ths. IlicinUmt is \ it>\\c(i ,is 
,111 ,u live t out III Kit or to Ins or hoi o\\ n < ,110. Modili^ . it inn 
ol iho n(‘\\l)oin intonsivo ( art' (Miviionmont .ind (.iroejuni; 
4K ti\ itii's «iri‘ th(*n individti.ili/od *u t oidinejv I ho Now • 
1)0111 ln(livi(iu«ili/o(i l)(‘\ tHopmo-nial ( .ind Assossniont 
j Pioi'iani iN(l)( A(h piovidos iniinowoik toi «issossiiiciit 
j and indi\ idu<ili/od intorvontion 101 pioioim .ind hii»h 1 isk 
I iiii.ints ( \ls. 1 P 8 h. In!«ints u ho io( oi\ t' do\ olopmont*ill\ 
j snppoi!i\o ( ar(» usint* tin* Nil )( A(' .ipprnat h h.ivo 

impr<>\(‘d moduai, dovc^lopnioiil.il, and miiiiK inlonu tioii 
<)utconi(»s 4IS < onipariMl with intants who do not lot oi\o 
this niodiliod ( <’ro i Als. (M «il 1 1 Mo.t ; P(m koi. ill *il . . 

toot . pt<) f ( lcis( h('r. (>t .if, 

Family-centered care is tho t onipassion.itt*. opon. ita.il 
I iiH lusK)n ol tho liimtiy in tho t aro .ind do( ision niakint; 
pKHoss lor thoir baby. In ordor to at tomplish this, a ^rtMl 
(lo«il of iniorm.ition nnist l)i‘ prov itlod .intl odtit »ition must 
ottui, not onlv rt‘i;artlin^ mtnliciil t»u Is, l)ut .iKo abotit 
rights, \aku»s, priontios, oxfiootations, anil noods oi tho 
lamib. I lu» j*(mI is to /o.nv the ()o\\(u with the t\imih 
th.it is. no\(M' take it tiway in tho first pLu o, not t^ssitatin^ 
"t»mpt)\vorin^" \Uv family at a lator d.itt\ iSmith-Sh.irp, dot- 
inition do\ok)potl for ust* in odtication .ind tonsultation 
with tho ( oltiratit) t onsortium). M.irrison's pi int iplos tor 
ttimilv-t ontorod notinatal t aro (Ph-)b .uldross tho ditfic til- 
tios that families t tmtinuo to have com tMninj; t omnuini- 
catuin, cMivironmontal and dovolt)t>mont.il ( ont orns, pain 
mana^'Miiont, tHhit al titn ision m.ikin^’, and follow-up. 
Those priiH iplos pitiviclc^ tho bo^innin^; ^tiidolint's tor 
prt)^ross t(A\«ird kimily-t ontt^rotl caro in C oloi.itlo's t t)ii- 
st)itium of NIC Lis. The belief that dt et^lopmtMitalK sup- 
portive and t«imilv-t (Mitered t aro are intiMwovcMi and 
inseparable is ttMitral to tho values of tho consort itim .ind 
is rt»floc tc*d in all oonsortium (Mforts. 



vidos support for nurseries that are striving to imple- 
ment both devclopmentally support! w and family-cen- 
toTod care. Consortium staff consists of the project direc- 
tor, a physical therapist, a veteran parent of NiCU grad- 
uate, and a registered nurse who works in a NICU. All 
project staff use the NIDCAP cmentation to devolop- 
irien tally supportive care and embrace the family-cen- 
tered care philc'isophy and arc cc'immitted tc^ its implc'- 
mentation. Cenisortium staff suppe^rt member nurseries 
thrcuigh on-site and telephone consultation, dissemina- 
tion of current literature, and organi/alion of a 
statewide meeting where nursery representatives can 
share experiences. 

linthusiasm for early consortium efforts kindled the 
interest of other nurseries. An innovation grant from the 
C olorado Department of Education allowed the consor- 



1 tium to wek'ome anv nurseric’s in the stale that were 
I inlerc’slc’d in participating. Expanding the consortium 
was easy. (')! the 20 NlCUs in C'olorado, only three 
declined to participate, on the grounds tlial they were 
loo involved in issues such as reorgani/atiori or down- 
sizing, or had loo few infants in their nurseries to war- 
rant participation, ‘khe remaining 17 nurseries were 
excited about being includc’d and anxious to begin 
work. 

Consortium goals 

I'he statewide consortium's current goals are: 

1. to enhance the preu'ision oi devclopmentally sup- 
portive care to C'oK)rado infants who bc’gin their li\ c’s in 
inlensi\'e care units: 

2. to assist each nurserv with the implementation ot a 
philosophv of familv-cenlered care; and 
a. to enhance the identification and referral of infants 
nevding transition to comnuinil\'-based de\’elopmental 
and family support serv ices, such as Part H of the Indi- 
viduals with Disabilities Education Act (IDE' A) and 
public health. This process had been initiated in level 111 
nurseric.^ bv a C'olorado Part I I-funded prciject intilled 
"NICU C'onnections," Linda Ikle, project director. 

To work toward these goals, each nurserv has de\ el- 
oped a working team composed, at a minimum, of a 
consortium staff member, a nurse manager, a staff 
nurse, a V'eleran NICU parent, and a communitv Part II 
coordinator. Teams welcome additional members, iden- 
tified for their interest in and commitment to the nurs- 
erv' s goals. Teams commit themselves to meeting 
mc>nthly with a amsortium staff member and to work 
toward implementation of the goals of the cc'nsortium, 
as well as their own related goals. Consortium staff pro- 
vide monthly consultation and support, educational 
resources, and a means of networking among partici- 
pating nurseries. 

Strategies to help nurseries grow 

We use three strategies to help nurseries achieve their 
individual goals as well as the goals of the statewide 
t unsortium: 

1. frequent consultation with consortium staff; 

2. a communication link, to share progress and 
approaches with other nurseries; and 

3. collaboration among nurseries throughout the state to 
identify and address common issues. 

Cimsulhitioti 

C^n-site consultation has frequently been the catalyst for 
movement toward a nursery's goals. As a nursery joins 
the consortium, it participates in an evaluation of its 
('nvironment, caregiving practices, policies and proce- 
dures, and attitudes toward developmental and family 
support. With this information available, each nursery is 
assisted in developing its own goals and action plan, 
taking into account its developmental level (see below) 
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and ax'ailable resounds. As a nursery progresses, it 
reviews its gi>als and action plans to determine what 
changes need to be made. 

Developing a relationship witli each nurserv tiMm is 
the major responsibilitv of consortium staff. As each 
team identifies its mvn needs and givds, the consultant 
indi\'iduali/es support and pnwides amtinuing guid- 
ance. In many respects the consultant functions as a 
member i^f the nursery team and, as such, a>ntributes to 
the de\ elopment of the nursery. 

The consc. hum consultant gets to km>w and draws 
out the stn.ngths of each member of the nursery team. 
Parent and community members often contribute some 
of the iiK>st productive acti\ itv and creative ideas, but 
because these members come from "outside the s\s- 
tem," their contributions may be under\ alued. The con- 
sultant's recognition of these contributions and support 
[or their implementatiim can go a long way toward 
making tliese team members feel valued and their ideas 
legitimized. 

The consultant is also a catalyst h>i change. To help 
the team increase its potential for change, the consultant 
must first understand the unique strengths, interper- 
simal relationships, and power struggles that are char- 
acteristic of the group. Then she must create an en\'i- 
ronment which encourages all members of the team to 
contribute and to discuss differences ot opinion respect- 
fully. Hstablishing a level of trust among team members 
provides the foundation for reflection on current prac- 
tices or procedur<.'S that the team may need to change 
and k>r challenging old ways of thinking. Within an 
ongoing, safe relationship, the consultant is able to per- 
sist in i>ffering new information or alternati\'e ways of 
thinking. The team is able to consider the information, 
relate it to their own needs and goals, and us*' it, if they 
choose, to make change occur. 

The consultant helps nurseries identify barriers to 
progre.ss. A number of nurseries ha\ e been coping with 
severe reductions in staff, physical rek>cation ot the 
nurserv, and similar issues that make wc>rking i>n ci>n- 
sortium goals a lower priority. In these circumstances, 
the consultant helps the nursery team recognize that the 
issue is nc>t under their control, that it does affect 
progress toward their goals, and that it is all right to 
pause and regroup. Several nurseries have gone 
through the process of identifying an external issue ot 
concern, taking time out to address it, and then coming 
back to re-evaluate whether the goals and actii>n plan 
initially established are appropriate to the new circum- 
stances. Almost all nurseries return to the wi>i k with a 
new resolve to progress toward their goals. 

Comwufiicatiofi 

Communication among nurseries helps them to remem- 
ber that each team is pau of a larger effort, working 
toward similar goals. The consultant broadens each 
nursery's knowledge base by supplying current litera- 



ture and other materials, news of educational opportu- 
nities, and relevant informatiim alxmt acti\'ities in other 
nurseries. .All of the nurseries have generouslv shared 
their torms, procedures, and proti>ci>ls with other a>n- 
sortium participants. A newsletter disseminates addi- 
tii>nal information. 

The experience t^f open communication anu>ng ht>s- 
pitals has pnnnpted nurseries, wlK>se doi)rs have tradi- 
tii>nallv been closed to i>utside professionals and agen- 
cies, ti> in\’ite \ isitt>rs in, in order to share ideas and 
techniques. As a result, nurst s from referring units car, 
gi\e mi)re accurate inti'^rmation to parents wlu>se babv 
will be transferred to another nursery, and can assure 
those parents of a similarit\ of concern for family needs. 
Represen t a tu’cs of com mu nit \' agencies may make 
rounds with nurserv statf in order to identify infants 
and families who will need community support ser- 
\ ices. Knhanced communication among staff of nurs- 
eries and community ser\ ice agencies tosters creative 
thinking about how to provide family-centered care. 

The consortium's annual day-long statewide meeting 
offers an effective and enjoyable forum for representa- 
ti\ es from all nurseries, parent groups, community sup- 
pt>rt gnvups, and ser\ice agencies to discuss issues, 
strengthen the netuc>rk, and experience a persi>nal. 
energizing connection with the consc>rtium. The meet- 
ing ser\ es to identif\' issues of statewide concern and to 
generate position statements supportirig policy change. 

CoUahoratiou 

Increased communication among nurseries acrc>ss the 
state has facilitated collaboration. Collaboration on 
issues of a>mmon cc>ncern has united the consortium 
and intluenced statewide change in policy and proce- 
dures that affect infants and their families. 

Transpi>rt between nurseries is an example i>f an 
issue affecting families across the state. A critically ill 
infant mav be transported from a community hospital io 
a distant NICU in order to receive a le\'el of intensive 
care that is not ax ailable in the family's community. But 
when the infant recovers, insurance or managed care 
companies may not co\'er the cc'^sts of transport back to 
the community NICU, thus putting a continuing hard- 
ship on families who ma\' not be able to travel long dis- 
tances in order to be with their baby. When infants are 
transferred from one NICU tc> another, parents often 
have difficulty adapting to the new nursery's proce- 
dures, personnel, and environment. Nurses able to help 
parents "transfer trust'" from one nursery to another are 
not consistently awiilable. Since many of the nurseries 
in Colorado were concerned about transport issues, the 
consortium was able to define the issue, determine con- 
tributing factors, and make recommendations for 
change. Statewide forums ha\’e been established to 
identify financial, political, and family factors that need 
to be addressed. Nursing staff a*Toss the state are work- 
ing to ease families' transition between nurseries by 
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pro\ iding 1 ‘diiCtUioivil iniomiiilion, \ idoolapt‘s, aiul vis- 
its tor ptirvnth to tho niirserios to which their babies will 
be translerred. The ettort is oi^^oiiig. 

ImplenuMUation ot Individualized 1 amily Service 
I Mans (It'SPs) in the* N’lC'L' is another statewide issue 
that nurseries ha\e addressed collaboratively. Begin- 
ning the ll’SP process as soon as possible allows infants 
and families [o receiw essiMUial support in a timely 
fashion. Astudv b\- consortium staff revealed that mtist 
ot the kev elements lu'cded to initiate an lf*SP in the 
\K'L‘ are alread\- in place and well documented in 
medical reands. All C idorado NIC Ls will soon be able 
to UM‘ a comnum format for initiating Ib'SPs; the consor- 
tium will educate nursery statt about the importance of 
famil\- participation at all levels ot planning and deci- 
sion making for their baby. 

Factors affecting progress 

Nurseries have varied in their patterns of progress 
toward implementing developmentally supportive and 
familv-centered care, independent of the strategies used 
to supptirt their growth. Each nursery has its own his- 
torv, cast of kev plavers, stvle, and work ethic. The evci- 
lutionarv prticess unique to each nursery reflects that 
nurserv's developmental level and trajectory, the key 
ctimponents cimtributing tci work toward their goals, 
the nurserv's style of dealing with difficulties, and the 
added catalvst for change provided by consortium sup- 
port. 

Dcvclopnicnhil trajectories of individual nurseries 

Each nurserv appears to have its own developmental 
trajectorv. From our experience, we have proposed six 
stages or levels of development that nurseries negotiate 
as thev achieve the ability to integrate more sophisti- 
cated methods of appmaching problems, to produce 
positive change within their settings, and to aciapt to 
new wavs of thinking. Each level involves both growth 
and some turmoil; indeed, increased turmoil seems to 
be inevitable before a nursery progresses to the next 
stage. Progress through each developmental level seems 
to depend on exposure to and experience with the pre- 
vious level, as well as on internal and external factors 
that support or disrupt progress tt> the next level. Some 
nurseries spend a great deal of time working at each 
level before progressing to the next; some move quickly 
through the early levels, only to get "stuck" at a more 
complex stage. 

The first level is that t>f awareness. At this stage, 
nurserv staff become exposed \o and excited about the 
concepts of developmentally supportive and family- 
centered care, and aware of the potential impact of these 
concepts on their own practice. M'his "birthing process" 
produces a great deal of interest anumg staff in explor- 
ing educational opportunities and ways to implement 
developmentally supportive and family-centered care. 
Interested staff expect — and attempt — quick changes in 



the nurserv environment and caregi\ing practices, 
cTtentimos without the im estment of the entire nursery 
staff. As a result, staff can become overwhelmed by too 
much information and frustrated by hapha/.ardness in 
implementation plans. It toci many changes are 
expected without appropriate preparation, turmoil 
within the staff results. 

The next developmental level appears to be disrup- 
tion, characterized by staff resistance and/or apathy 
toward change. Emerging from the experience of 
increased information and expectations, staff demon- 
strate unwillingness to change their techniques and 
approaches to caring for infants and families. I'olicies 
that were bent to produce flexibility are suddenly tight- 
ened again — for example, visitation policies are 
reviewed to make sure that parents are not "oxerstep- 
ping their bounds" by being present during staff 
reports. Typically, some staff reject new supportive tech- 
niques for infants. For example, a well-intentioned 
nurse may provide a blanket roll in the bed against 
which a baby can brace his feet. The nurse on the next 
shift pulls out the roll, saying, "There's too much stuff in 
this bed; 1 can't get to the baby to do my care." 

'Fhe nursery may then move to the level of organiza- 
tion, in which an orderly approach to the implementa- 
tion of developmentally supportive care is evident. In 
this stage, nursery staff typically seek information and 
resources in a systematic manner. They may begin to 
take on the identity of a "developmentally supportive 
nursery" and direct many of their resources toward 
implementing developmentally supportive care. Staff 
may seek outside consultation, attend meetings on 
developmentally supportive care, visit other nurseries, 
and begin to develop an organized plan for education 
and policy change. 

When a nursery has established itself as develop- 
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mentally supportive, it may mo\(' lo a level of identity, 
in which procedures and protocols for delivery of care 
are developed and implemeiUed, Typically, staff at this 
lewd accepts man\’ devcdopmeiUally supportive 
approaches as "the right thing to do," but they ma\' still 
have a less-lhan-complete understanding of the ratio- 
nale underlying their behavior or of ways to individual- 
ize the approach with infaiUs and their fanulies. At this 
stage, a prescriptive approach is conunon: All infants 
will recei\e "dewdopmentally supportive care" or 
"family-centered care" -as defined bv luirsery proto- 
cols. I'or example, all infants may be positioned in bed- 
ding io facilitate flexion and leg bracing ("nests"), with- 
out regard to individual babies' age or capability. 

At the next level, integration, a nurserv's approaches 
to developmentallv supportive and familv-centered 
care become more sophisticated atid individualized. 
Staff at this stage may recognize areas of care that need 
enhancement or expansion, but they mav have diffi- 
culty moving tovv'ard these goals without further assis- 
tance. Nurserv- staff at this stage believ'e that they have 
a familv-centered approach, but in reality they have 
onlv made changes to make parents more comfortable 
and have "allovv'ed" them to participate in their infant's 
care. Staff may still be unable to conceptualize infants as 
‘ ollaboratt>rs in their own care, or parents as equal part- 
ners in the nursery. Sometimes conflict between staff's 
belief that they can accomplish further goals by them- 
selv'es and their need to ('>btain more expertise or con- 
sultation may impede a nursery's ability to move to the 
next lewl. 

At the level of generation, a nursery is able to inte- 
grate developmen tally support! v'e and family-centered 
care into its philosophy and practice on a thoughtful 
and sophisticated level. Staff are able to be flexible and 
individualized in their practice and can generate new 
approaches and applications in novel situations. Nurs- 
ery staff not only provide devx opmentally supportive 
and familv-centered care within their unit, but are also 
able draw on their experience to provide expertise and 
consultation to other areas of the hospital. The (Opera- 
tionalization of developmontally supportive and fam- 
ilv-centered care is appareiU in ev'ery area, from indi- 
vidualized care deliverv' to implenumtation of profes- 
sional standards and evaluation procedures. 

Components of change 

As each nursery in the Colorado consortium has made 
progress along the devadopmental levels, we have 
become able tojdentify several essential components c'of 
positiv'e change. 

Key vhionnriei^, people with a passion for implement- 
ing dev'elopmentallv supportiv'e and family-centered 
care, are essential. Their passion enables them to 
weather the storms of implementation. Key visionaries 
can be nursing, rehabilitation, or managemenl person- 
nel who doggedly work toward their goal. A manager 



who is a v’isiimary— b(Uh a "leader" and a "manager" — 
has freciuenlly been critical tc^ the succ'ess of individual 
nurseries. While a leader parlicijxUes in planning, 
imj'ilemeiUing, and evaluating a process, a manager's 
role includes deU'gating authoritv appn^priatelv and 
(‘xpecring positive outcomes. .A visionary manager's 
commitment to advocating tc^r the el forts of the gr(>up 
suppcHls cc^llaboralion and eiuxuiragc's gnnvth. Chie 
consortium nurserv was facc'd with cU»sure, vet the 
manager pursued activities to the last week of opera- 
tions. She realized that not onlv would the infaiUs and 
families benefit, but the staff who were to be reassigned 
would als(^ carry the nurserv''s values and approaches 
with them to a iu‘w unit. 

(lie ui(r^ery'< eoiuntihueul lo vuliu’ (he nuiiritiuiil iufmil 
iiihi in> or her Uwiili/ in llic deliven/ of inlen:<ioe Ciire /s fhr 
second key contjHnient of >uci‘e><. Typically, those nurseries 
that have inv ested in the implementation ot a philoso- 
phy which focuses on infant and familv* needs, rather 
than on intensive care techniques alone, have been able 
t(') make significant progress. ’Fhese nurseries have also 
solicited parents as partners in working toward their 
vision. Sc'veral of the nurseries have now’ establisiied 
parent advisory groups and consult them about familv' 
and infant needs when new policies and procedures are 
being considered. Other nurseries are systematically 
rev'ising procedures to include dev'elopmentallv sup- 
portive interv'entiems. 

Cnrefully phwned <tniteyiei^ mid inve^tnieiit in jiroyre^- 
mv a third component of <uccei^<. Several consortium nurs- 
eries have cemunitted time and money to developmen- 
tally supportive care NIDCAP training for staff. With- 
out exception, these nurseries hav'e shown more 
progress tenvard their goals and ha\X‘ been more flexible 
in incorp(')rating family-centered care than nurseries 
that have not inv'ested in training. 

Nurseries that support their commitment with a 
strategic plan have made significantly longer strides 
forward than nurseries w'ithout a plan. One nurserv', for 
example, seemed stuck; and participation in meetings 
was dwindling until the team w\is able to state its goals 
clearly and dev'elop a written action plan. Then meeting 
attendance increased, and the nursery experienced sig- 
nificant growth- 

A miitiud rei^pect for each temu nieniher's contrilnifioii> 
chnracterized the more .<ucce^t^ful nun^eriet^. Since each of 
the nursery teams included, at a minimum, a manager, 
a staff nurse, a parent, and a LX^mmunity Part H coordi- 
nator, wx')rking toward common gcxils involved the dis- 
cussion of w'idely differing perspectives. After listening 
to a parent, one team fought successfully to change 
time- honored hospital policy S(') that parents could 
receive a c(')py of their baby's medical rc(X>rd at no 
charge. Honoring the views and values of all team 
members contributes to the richness of the wo : that 
each nurserv produces. 
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How nurseries nogotiate difficulties 

Kogardloss i>f tiu' supports pnn idod to help nursi-rios 
progiv>s, (actors sucli as cliai\m.'s in management policy, 
staff changes, statt ratic^s, and ^ccy^raphic location o( the 
unit strongly intluoncc what liappcns in the nursery. 

In the cimtiwt o( maji^r clianges in health care deli\ - 
erv and linaiue, nuind^cmcnf poliac> tend to expect more 
prodiicti\'itv with fewer resources. Tvpically, hc^spital 
management tends to reduce the number i>f hours 
allowed for education and planning, (or staff and man- 
agers alike. Many nurseries are turning to fc)undations 
or competitive public grant funding to suppm’t stall 
education and purchase supportive equipment. Cre- 
ative, committ('d nurserv staff a e best able to stretch 
limited resources and continue ?o support the values ol 
individualized care. 

Stuff {hiW^c> in many hospitals invoh'e reductions 
and reorganization. Reductic>ns, through attrition, reas- 
signment, or lav-offs, significantly affect both morale 
and consistence of care. [Personnel assigned to a nursery 
from other units lack exposure to or training in devel- 
t>pmentallv supportive and familv-centered care. Reor- 
ganization often means added responsibilities for man- 
agers, who no longer have the time to support their 
commitment to the developmental program. Some 
nurseries in the consortium have experienced a com- 
plete turnover of staff and management; some have 
closed . 

Chiw^cy^ in >tnff-to-if}fn}it rntio are a direct result of 
changes in management policy. Most consortium nurs- 
eries are now caring for more infants with few'er staff. 
This means that staff spend their time on necessary 
intensive care prc>cedures, medication, administration, 
and essential caregiving routines (e.g., feeding) and 
have little time left to devote to enhancing family-cen- 
tered and developmentally supportive eare. In add it i(in 
ti> the impact on infantsand families, staff wIk^ are com- 
mitted to providing such care experience tension and 
loss of professional satisfaction when thev cannot do so. 

Ph\f>io2l rcloCiitioji of a nursery — a move to a newly 
renovated unit or relocation with other critical care ser- 
vices in a "mega-unit'' — mav affect the implementation 
of developmentallv supportive and familv-centered 
care. Although a move may yield benefits, such as more 
space and resources for families, it is iievertheless dis- 
ruptive. Some of the nursery's previously achieved 
developmental milestones may be lost temporarily, 
until a new level of equilibrium is achieved in the new 
unit. This is especially likely if a move involves a U>ss 
space or a less desirable location. 

The role of creative struggling 

The process of creative struggling allows groups to use 
their resources and team attributes to identify and 
address barriers to progress. CTeative struggling seems 
to be an important part of ihe growth of nui series; it 
clarifies their vision and helps them realize their collec- 



tive strength in resoKing difficulties and de\*eloping 
new appnxH'hes. Work toward resolution of the struggle 
can yield new insights and progress. It is important, 
howexer, that teams articulate their goals well and 
incorporate C(.>ncrete actix ities into an action plan. Oth- 
erwise, teams mav ha\e difficultv in recognizing 
prc>gress toward their gixils and mav e\pe."ience frustra- 
tioii a lid apathv, despite a consultant's best efforts to 
coffer expertise and support. 

All of the consortium nurseries have !^l niggled to 
implement their goals. We ha\ e learned Ih.ai when bar- 
riers seem insurmountable or external iv\cti>rs over- 
whelming, no substantial work gets done It is accept- 
able — in some cases reamimended — to cake "time out.” 
These "bridges of inacti\'it\’ mi', chaotic waters" 
allowed nurserv staff to attend to die issue at hand, and 
then return to work toward their goals with Iresh 
resoh'e. 

Nurseries progress toward their goals according to 
their indix'idual time frames. The processes of creativ e 
struggling and change take more time and patience than 
either cinisu Hants or teams themselves expect. 

In sum , , , 

The Colorado consortium has grown from a few nurs- 
eries to a statewide network of NICUs, all working 
toward the implementation of developmentally sup- 
portix'e and family-centered care. The consortium expe- 
rience demonstrates that commitment to change can be 
found not only within individual nurseries but extend 
to an entire statewide svstem as well. Unified by a com- 
nion v ision, entire svstc ins can move — noi easily, not 
steadily, but with organization, thoughttulness, and 
resolv'e—toward changing the intensive cau’ experience 
for infants, families, and professionals. 
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Nursing the Premature Infant 
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A molluM’ whose* intiinl is prcMnalmv, diui who hope’s [o 
muse’, is in a eiiltieult siiUiUion. Slie tcUe’s le)(Uiiing weM - 
lie’s abe)iil her bnb\ 's e'hone‘e*s ol suniwil diui lu*cillh\' 
eK‘\ e’lo}')me*nl, mu] tU llu’ same* linu’ she* is imlike*l\ to be’ 
able’ te) take’ anv ae'tiw* le^le* in his e)r he*r e'are*. l-aeh 
me)the’r iiaiu]le*s this eu orwhe’lming situation eiitle’re*ntl\'. 
be)r se)nu’, aiw iele ns abenit breMstle’Oeiing I'lv out the’ win- 
e]e)w; te)i' e)the*rs, nursiiu; be’e'eM'nt’S e'rue'ial, ns the* "onl\- 
thing 1 enn eie> tor im bab\’." 

JA'e’n when nurser\' pi>lie'\' nnei statt nre* suppe)i ti\e*, 
the* ineii\ ieiunl nu'ither anei her e)wn preterm bnbv must 
struggle* io bee'enne a nursing e'e)uple. Because "suck aiui 
swalkns " may neU be*ce>me e'Oeueiinateei until 34 weeks 
gestatieMi, manv nu^thers must "breastteeei'' a pump 24 
luHirs per eiay, long betore the\' can put their tinv babv 
te) the* breast. Once nursing begins, sessiems are usuallv 
briel, anei are eitten limitoei b\' the !>aby's fragility to 
one'e* or twiex* a e.iav. The waiting anei pumping, anei 
pumping and waiting, e'an seem interminable, particu- 
larl\- for the mothers oi the smaller (<1500 grams) anei 
yeumger babie*s. Even the me>thers of larger anei e'lleier 
babies (34-36 weeks ge'Station) face hurdles, such as the 
baby's "sleepiness." 1 will feicus on the grenvth anei 
eievelopment e>f the nursing relationship in preterm 
infants anei their nu>thers. 1 will aeieiress the nutritiemal 
and technical issues in\e')l\'eei, but will draw me)St he*a\'- 
ilv on eietaileei interviews with se\'en nu^thers eif 
preterm infants. 

Scientific issues 

Is breastfe'eding the* premature infant a reasemable goal 
medically? Is breastmilk a viable se)urce of nutrition for 
the pre'te'rm infant? Withen.it fortification, the ability of 
term milk te'i preulue'e aeie*e]uate physical growth in 
preterm infants, particularly those with birthweights 
less than 1800 grams, has been e]uestione'd on the basis 
e)f ranelomi/eei trials (Lucas et ak, 1984; Lucas et al., 
1989; Ste*e*r et al., 1992). Term milk, howewer, has a sig- 

Aikihiwh\i;^nn'nt}^: Manv tlianks te> Maiire*e*n Hack, MlK hB, 
anei to Shelley Soiulors, M.D. feu referring the* nie)thers inter- 
viewed and ten helpful discussions. 'Fhanks also to Betty 
Keigers, K.N., IBCLC, Hemna Brots (mother e)f Olivia), lionna 
Deiwling, M.N., and Nancy I'eldenkris, K.N., UK 1.C‘, for ce)ii- 
triboting their insights, .md te> Erna I-urman and Ke^H’rl I'lii 
maj M.D. feu reviewing the manuscript. Special thanks to 
the* nursing meithers, e*ach ol whe^m genennisly shared lu’r 
time ane] ide’as. 



nilie\mtlv elitlerent ceimpe^siliem than preterm human 
milk (Se lnmle’T e'^ Oh, L)80; Aiuii’rsem e*t al., L)8l; (.ire)ss 
e’t al., 1981 ). Altheuigh pre’matiiie* milk difle’rs semw*what 
amimg nuitlu’is and changes ce^nsistentK’ with aeivanc- 
ing gestation, it eie)e*s appear te) suppeut ae]e*e|uate (i.e., 
intrauterine) rates (CeMnmitte*e* em \utritie)n o\ the 
.Ameriean ,'\caeie*m\' o\ lV*eliatrics, 1977) e9 greiwth in 
pri*te*rm intants whe) are* te*d their own meUher's milk 
(Muhueihia & VUise^ke, 1989; Ramasethu, et al., 1993) e>r 
banked prete’rm milk o[ the same gestatiemal age 
((ireiss, 1983). fhe* eiiHere*ne\* between preterm anei term 
ir.eithers’ milk, anei the fact that each is nutritie)nallv 
appre’ipriate at a dilterent age, are remarkable reminders 
of the unie]ue and crucial importanev ot the indix'ieiiial 
nuither and her milk to her e)wn infant. 

is premature formula "better" than premature 
breastmilk? Comparision trials are all short-term, and 
lew are randeimized. Taster daily gains in weight 
(although not in length or head circumference) can be 
obtained with preterm artificial formula, both as com- 
pared with, and as a supplement to, preterm mother's 
milk (Gross, 1983; Mercado, et al., 1990). Likewise, pro- 
tein fortification of preterm breastmilk can increase 
infant growth rates (weight, length, and head circum- 
terenco) (Carev, et al., 1987; Greer & McCormick, 1988; 
Kashyap, et ak, 1990). These gains can e.xceed in utero 
rates, the long term benefits of which, if any, are not 
known. It is also not clear if fortification of preterm milk 
with minerals (especially calcium and phosphorus) is 
necessary or desirable. Although study results do not 
agree (Modanlu, et ak, l986;Carev, et ak, 1987; Greer &: 
VlcCormick, 1988), it seems likely that "approximately 
50 percent of breastfed infants of less than 1800 grams 
birth weight [need calcium, phosphorus, and vitamin D 
supplementation! after hospital discharge" (Hall, et ak, 
1993). It appears that both fortification (addition of 
ingredients) and supplementation (addition of quantity, 
based on the mother's supply) of premature breastmilk 
can be individualized. Based on the available e\'idence, 
exclusive feeding of sufficient quantities of preterm 
breastmilk (of the same gestational age as the infant) 
can be nutritic^nally ecjuivalent tc) premature formula 
for the preterm infant who receives caref ul follow-up. 

Obserx'ational studies pertornu*d in neonatal inten- 
sive care unit (NICU) settings reveal that mothers can 
and do succeed in nursing their preterm infants, 
although a general consensus exists that fewer actually 
breastfeed than had wanted to. A survey of 327 mothers 



ERIC 



24 lunc/julv Zero to Three 



25 



in Swiss nc'onalal inlc‘nsi\\‘ care reterral unit shou eti 
that at 3 mnnllvs, 30 percent of motliers were ccMUpletelv 
breastfeed ini; and 25 percent were combining breast 
with bottie '-rates similar to both the Swiss and the U.S. 
national a\'erages for all infants (I lunkeler, et ah, l^W). 
A C anadian study compared 33 mothers of 62 low birth- 
weight t<.230(^ grams) intants with 33 mothers of 53 
term infants (>3S weeks gestation and >2300 grams). 
Incidence rates of lactation at deliver\' w'ere 3S percent 
tor the low birth weight infants and 73 percent for the 
term infants, but in llu* long term, onlv 31 percent of tlu* 
low birth weight infants, versus 83 pjrtent of the term 
infants, were entireK' breastfed (Lefeln re & Ducharme, 
Studic's from the United States are limited in 
numbcT and si/e, and ri'port anecdotalK' higher success 
rates. \'or example, with a focused and proacti\’e proto- 
col, 16 of 22 mothers ol premature infants intending to 
nurse* were discharged completely breastfeedi .g (Stine, 
0)00). Mcnve\'er, when onlv mothers formally "choos- 
ing" to nurse are studied, outcome results may appear 
more favorable than w hen all infants are included; the 
"bottlefed b\' choice" group often includes smaller and 
less mature infants w ho stay in hospital longer (Gunn, 
1001). In countries with less neonatal intensive care 
av ailability, both low' and \'er\' low' birth w-eight intants 
who are, of necessity, discharged home to breastfeed can 
do so (Ramasethu et al., 1003). In summary, mothers 
u'bo W'ant to nurse their premature infants can be* reas- 
sured that breastfeeding is an achievable goal. 

Case reports 

Tlu* sev'en mothi*rs interview'ed for this article are mar- 
ried, Caucasian, and middle to upper middle class, a 
group anecdotally representative of tht)se seeking to 
nurse in this neonatal unit. Three achieved "complete" 
nuising, two breastfed "partiallv’" with limited suppk*- 
mental bottles, and two wanted to breastfeed but were 
unable to do so. Each agreed willingly to be quoted, and 
all spoke eagerly, reflectiv ely, and with strong emotiem. 
Threi* mothers had given birth for the first time; the oth- 
ers had two to four other children each. Except for one 
set of triplets, all were singleton births. The infants 
ranged in gestational age from 26 to 33 weeks, in birth- 
weight irom 700 to 2300 grams, and in chronologic age 
al the time of the interview from 2 months to 2 years. 
None had congenital malformaticms or required major 
surgery. The stories of two of these babies and mothers 
follow. 

Pamela 

IMmi‘la, now 1 1 months old, was horn at wet*ks |’c*station, 
uci^*hin^’ 1 \ 10 ^»rams. Slu* reuuir(*d \'t*n!ilatioti for 4 days «ukI 
sit(>t)lem(*ntal o\v^»i*t'i tor 7 wt*(*ks. Mis. (i., who had bottl(*frd 
hci liir(*e old(*r i hildren, dt*( id(*d to f)r(*asttet*d P.ini(*la 
lK*iaits(* "It was thi* only thing 1 could do for her." Mrs. Ci. 
In*gati pumping irnmeiliat(*ly after dc*liv(*ry and pump(*d c*vt*ry 
t'4 fu)ui'' tluiing th(* d.ty and at slightly lonj’cr inti*rvals during 



the night She had ic.io .ihout 'k.ingciioo ( am .iivl "did a lot 
ot shn to-skin liolding ..is nuit h <is I lould." whu h sho i<-!t 
w<is \ct\ hcipuil to lu'i‘ .in(i l’.iniel<\. Sh<* dcs( nhed neonatal 
.ind matcinit\ nuiscs .is 't\tmmcl\ helplul <ind su()poin\r " 

I Ifi Inisb.Hid .ilso suppoitcd !ici dot ision t«> nursf. .md wl)on 
slm would s.u, I h.itc this pump! '. In- would kmdk mpK 
■‘Not t( K ) nuit h 1( )ngei. 

Mrs. ( ,. tin.ilK w.is .il)lc lo put P.imchi to hm.isi oik' oi two 
times ()er d<i\ «it i4 weeks gest.ition.d .igc* i(» weeks .ittei hirtlu 
hut lepoited \(*r\ littk* sue t css. Ikimela weiU liome two weeks 
Liter. ( ompieteK hottleleeding, and in .iddition. Mis (• 
l)ei .line ill u ith m.isiiiis on P.imel.i s tirst d,i\ home. l>oi ‘vtis 
( I.. w ho tles( I ihes lieiseli as t <ilm. I.iid h«u k. .ind ( letei 
niineii." still wanierl to nuise. She oht.iined fiiciinpt inedu .il 
treatment !oi lu*i m.istitis and dec ided ion hei owm to .ittempt 
to hmastieed l\im(*l.i at e«u h feeding, .illowmg lull <ir. hour for 
thi' nursing, alti’i' whith shi- had pl.inni*d to gi\e I\tmel.i a liot- 
tie il she did not l.iti h on ot nurse*. Despite imti.il irustratii>ns 
anti dittii ultic's. Pamel.i nt*\ei nec*d(*d <i bottle <ind .nit*i t 4 
tlavs, "got the ide.i." .M 11 months oi age i8 montlis toiietted 
age), sht* now nurst*s thrt*(- tniH*s pt*r da\ anti once at night, 
c*ats tahk* lotui. lefuses a liottle. anti is beginning to use a ( up. 
Her growth .ind (le\elopment .ue normal lot hei uiKonetted 
age. 

Kate 

Kate* 1.,, now tour niontlis old. was horn at weeks gesi.ition, 
weighing 1 100 grams iind went straight into room air to .gain 
and grow. She i> tht* fiist hiologit cliild of Mrs. I ,, u ho said 
she* was ( ommitted to hieastiec*tling prior to dt*li\ er\, .i desire 
strt*ngtht*nt*d h\ k. lie's piem.iture birth: 'I tell it w.is tlie onlv 
thing I fouki do loi hei ' Mrs. I . ht*gan pumping e\ei\ \ hours 
immediaU*l\- after deli\eiv. She descrilied nc*onat.iI nursev as 
extremely suppoitwe '' t^spec i.illy those wlio fiad ln*en nursing 
moms themst*l\ C's I. altliotigh tutaskinal stt*pdo\\n unit nursi*s 
jok'*d that it would "sum lie ea''ic*r" to give Kalt* <i liottle k.ite 
was lt‘tl liy ' rioseiLilH*" (ga\agt*) initially and mteivetl onl\ toui 
hollk*s during her t*nlirt‘ hospital sta\', |)c*r Mrs. I . s lettuest. She 
was pul to tilt* lm*as| inilialK once a da\ at i \ weeks gt*sla‘ 
iional age lont* \ve«'k alter lurlli) .iiid olteii \\<is g.uaged whik* 
at the* hrc*ast lo help her assot iatt* satic'tv with nursing. Mrs. I . 
rc'port(‘d that at lirsi Kate's mouth was too small to tovei ht*r 
nipple* and tli.it she kit kt-d t oordiiiation and strength, although 
she e\(*ntu.illv hi't anie cihle to kitt h on with a s[iei ul 
’'s(|U(*aking noist*" Mis. I . tame to letogni/e. K.ite then under- 
went a hernia o[)er.itit)n two da\s prior to ht*r discharge home* 
.It one niontli of age. 

Once* honit*. Mrs. L. attemptt*tl com|)lete lm*asllei‘ding 
(k*spil(* lit*r own t*\litiustion .ind vc*ry sore nipples. Kate began 
tc) l.ilch on and nurst*, hut did not g.iin weight. I k*r "()henom( 
nally supportive*" pt'di.itrit i.in provided a rt*ferral to a lactation 
tonsult.int, wlio r(*e omm(*n(k*d tli.ing(*s in tlie* fiosition of the* 
nipple* in K.ite*'s mouth and advise*d nursing i(*geil.ir!v at two- 
hoLii iiite'rv.ils. No seippk*ni(*nt was presenhed. Althoeigli Mis. 

I . had eine* bout ot m.istitis. neirsing .ippeare*d to he* ge*tting ein 
tr.ie k. 

Iw'o W(*eks later, W'li(*n K.ite* w.is i‘) W'e*e*ks ge*statiorial age. 
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.Mis I (K'l Im s|t»() lUiisiiUi . 111(1 lu>nlclrc(l I (Irt ulcd 
(■iluin‘h w.is (‘110111*11. Il w.is I'cllinj', too dillK nil .iivl ! (Iidn't 
u.int to l)c su sUil)l)om th.il m\ l),i!)\ i*,ol hum d.nn.u’o Mom 
Hot iw-lliiii’ i iioin’J'i to (Ml \o one (Hislicd tiw !«> slop " ,M(s 
I ’s luisl),iiid ‘siiiipoiti'd iiiirsiiu; ( om()!(’tcK i)iil lie ’s.iw mo 
tiled .ill ilio lime \o‘A li(‘ ( ,111 h(‘l[) out ,md ‘.;i\o ixiltlos { 
think he lo!t .1 little lelt out h(‘lom. ' K.itr ( onsumed tlii(‘c 
oiiiucspei teed h\ holtle: .Mi's ! h.id hceii ( )iim| iiiu; t\M > 
oiiiu es .11 .! time SIk‘ said. "( )\(‘iim*lil slu* went imin e.itmi\ 
ii.mlK all\ .111(1 iiissuii', .ill the liiiu* to heinr. a h.ih\ who .ite 
.ind slept K.ite hciMii to itain wcii^ht 

Discussion 

rho ol .Mrs. Ci. »iiui Mrs. I . iMist* its m.im' (.jiios- 

tions cis tlu‘v ans\\'i*r. Wh,il I'jormits d "sULVt'sstul" (Uj*' 
(.•onu\ diul wiiiU intL‘ft(.‘rc‘s? WmIIum* ol tlu*so molhors 
licid nurs(.‘(.l pix'\'iously, dnd both were o\tromol\' com- 
millod to brodstkvdin^ tludr bdbi(.'s, d docision triggered 
be the bdbv's prenidturitv tor Mrs. Cl., dnd strengthened 
b\' it for Mrs. L. C')du‘r mothers dlso said they chose to 
bredstfeed not 'Ust bccduse bredstmilk is "bt'st" (nutri- 
tionnllv dnd imnuinologicdllv), but becduse it wds tlu‘ 
onlv way to even indirectly provide for and make* con- 
tact with their tinv babies. Se\ eral mothers telt that ded- 
ication and independence beyond the usual were neces- 
sarv ingredients tor success in nursing, and reported 
both feeling "different" and being treated different Iv by 
staff becau.se of their commitment and determination. 
Most reported being one of many mothers pumping in 
the neonatal intensive care unit, but being only one of a 
few (or none) actuallv nursing in the stepdown unit. 
Another mother, Mrs. M., whose baby bottlefed despite 
her desire to nurse, commented sadly, "I really think 
vou mvd to be there almost 24 hours a day... I just could- 
n't do that." The three mothers who had nursed pre\ i- 
ous children each volunteered that they would have 
quit if not for one or more prior successful nursing expe- 
riences. 

b'requent puniping is essential and c'stablishes and 
sustiuns lactation until the baby can nurse. Fxperts rec- 
ommend initiating breast pumping shortly after deliv- 
ery and pumping at least five or more times a day (some 
suggest 8-12 times per dav) with a pumping duration 
excluding 100 minutes per day to achieve adequate 
milk production (Hopkinson, et al., 1988; Walker, 1992). 
(One hundred minutes per day equals, for example', 
pumping both breasts simultaneously for 10 minutes 
roughly every 2 1/2 hours.) Advice gi\'en to (or at least 
perceived by) some mothers that regular (every tliree 
hours) nighttime pumping is unnecessary may con 
tribute to lactation failure (Rogers, B., personal commu- 
nication). In addition, pumping both breasts simultane- 
ously with a heavy-duty, piston-type intermittent pres- 
sure ek'ctric pump contributes greatly to milk yield 
(Niefert <Sc Seacat, 1988; Auerbach, 1990). Two mothers 
who had misguidedly used hand-held suction pumps at 
home noted their milk supplies dwindling with these 



dt'vitt's and tht'n incaxising ome tht'v stumbU'd onto 
Iht' solution to tht' problem and changed to the corri'ct 
pump. The cost ot homt' breast pump rental, estimated 
at S200-.400, was not reiinbursed bv «mv ol th(* several 
ht'alth insim'is tht'st' motht'rs u.sed. 

Onlv one mother rt'porlc'd a "let down" siMisation 
with pumping, ve\ tor somt', pumping became almost a 
substitute for nursing. St'veral mothers continued to 
pump regularU’ tor st'veral weeks while initiating nurs- 
ing, and t'Vt'n coiu um'ntly with effective nursing. 1 lu'v 
rt'cogni/ed that th(‘\- wert* doing 'kioubk' dutv," vet 
w('re un«ible to distontinue. Wlu'n il Ix'uime tU'ar that 
breastfeeding was not succc't'ding, Mrs. M. sj'jokt' about 
"wc'aning," not in reference to lu'r bab\‘, but to her 
pump. 

A signilicant difficultx* with pumping is th(.' lack ot 
interaction with the infant. Rather than promoting a 
feeling of oneness between mother and babv, pumping 
focuses mothers and nurses on the quantity of breast- 
milk pn^duced. Mothers commented on the arduous, 
time-cemsuming, and endless nature of the pumping 
that is necessary. Three who nursed successfully felt that 
the worst thing about pumping was not the fatigue, 
boredom, or occasional discomforted associated with it, 
or even the fact that it was time in the hospital spent 
away from the infant. Rather, for them, pumping 
brought worries about the baby's survival to the tore. "It 
(pumping) was mentally difficult. Was this baby going 
to surx'ive?" (Mrs. V.) "When is (she) going to drink this 
milk? Will they e\ er be able to feed her at all?" (Vlrs. S.) 
"Please, let m\' baby live to have this milk." (Mrs. R.) 
Mothers who are able to experience, acknowledge, and 
verba li/.e these overwhelming feelings may have a 
degree of personal maturity that both supports their 
perseverance in a crucial way and then permits them to 
move beyond pumping to nursing. 

What about the introduction of bottles? Do they 
interfere with breastfeeding? Convenience, more rapid 
weight gain (and hence earlier discharge) are associated 
in most clinicians' and many mothers' minds with the 
use of bottles. Well aware of potential pitfalls, Mrs. k. 
conscientiously restricted the bottles Kate receivi'd, and 
vet ended up bottlefeeding, while Mrs. C.'s baby went 
home completely bottlefceding, and yet was able to 
nurse. Is "nipple confusion" real? Do babies gel 
"hooked" on the bottle? Experts disagree. Infants of 
four of the five interviewed mothers who did succeed in 
complete or partial nursing received freijuent bottles in 
the nursery. The following case illustrates the extreme. 

The triplets 

Mis. ('. gave birth by c*nu*rgt*n( y ( c'sarean seition at 11 wi'i'ks 
g('station to tbr('e habit's, ranging in wi'ight from 1 SOO to 1800 
grains. Ilu' babic‘s wt'rc' giU agt'd until brc'ast and bottit* 
introduc t'cl. Onct' honu', Mrs. ( . nurst'd one* liaby at a time 
("my sf)(‘t iai timt' with eath oik'") and estahlisbt'd a uni(]U(' 
rotating nursing s( heduk'. On «r givt*n day, two l>abies would 
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l)tr<^sUrc(i ( ()iii|)ji‘lcl\, .ind oni* would fut (‘i\(‘ onl\ hotlI(‘s 
1 111* n(‘\l <l<w. the 'I jolllHutl" l)<il)\ would Ixu (mik‘ ,i nuiMiii; 
l>.il)\, «ind oni' oi u'sicidiiy’s '•nursiiu.i" habu's would h<i\(‘ .1 
h( Jlllc all d.u lotu^ \\ ben (jiKM u‘d al)out luM babu's rrmaik 
al>i«' s( b("luk‘ \bs ( l.uij‘h(‘(j .uul said, "N^Mb. I Ibink ibc\ 
iboui’jil <in\lbiiu; was bclU'r lh,m Ih.il stom<i< li tube' \V)ir 
•'•■I K )us|\. s|u‘ wondoicd tt intiodiu bitMsl and bolllo siinul 
l.uuH)tisK bad lu'cn b(‘lplul. Sb<‘ r(‘(ali(‘d Ih.il bcr (kuK^blt*! 

Iwo wlu*n lh(* triplets wcf(‘ bom, had b(‘t‘U luiised and had 
( onsrsie 'iK H‘tus(‘(i a botik*. 

IVodini; li\)m K>Ulo and bivast art* tiifUMtMit oral 
motor skills, and low birth woii^h.* babios or oi less 
than 33 weeks gestation who must wait to i;o to the 
breast or who are too fragile to nurse mm\‘ than onec‘ or 
Iwii'e a day will t)bviouslv need additional oral U‘eds. 
IntcMim alternatives to straight gavage or bottk* feeds 
are available and include cup feeding and both fingcM - 
teeding and sucking on a drained breast in combination 
with gavage ^Armstrong, 1987; Bull & Barger, 1987; 
Narayanan, 1989). (In fingerfeeding, the babv sucks on 
the mother's linger, to which is taped a tubing con- 
nected to a syringe or other device filled with milk.) 

I k)wever, it appears that multiple individual factors, 
such as the flexibility and personality stvles of the 
mother and baby, possibly the baby's physical adept- 
ness, and ev'en the way bottle and breast are introduced, 
may be more important than the actual numbers of bot- 
tles offered. The described success of strict "no bottle" 
policies (Stine, 199t)) may haw more to do with the sup- 
portive environment that fosters such an appn^ich than 
with the protocol itself. If the mother assists in the feed- 
ing plan, participates in her baby's care, uses a supple- 
mental nursing trainer as necessary, and receives indi- 
vidual and conscientious support in her nursing efforts, 
it seems unlikely that even regular bottles will necessar- 
ily derail breastfeeding. 

Barriers to breastfeeding 

Initial efforts at breastfeeding were discouraging for 
most mothers inlervievved, even though their infants 
were generally "healthy" prematures. Screens afforded 
little privacy, the lack of which, like the constant moni- 
tor noises and staff activity bothered some (especially 
first-time) mothers more than others. Mrs. M. 
exclaimed, "1 just can't relax in the NICU!" She recog- 
ni/eci that staff "checking" on her nursing efforts 
intended to be supportive ("Hey, how's it going?"), but 
she felt interrupted and then felt as if she wasn't doing 
well enough. Mothers described initial difficulties cen- 
tering on the baby's mouth size (too small), fragility 
("he had lots of (oxygen] saturation drops"), and 
fatiguability ("she licked and nuzzled for 10 seconds 
and then fell asleep"). 

The baby's small physical size also necessitated dif- 
ferent holding techniques ("dancer's hold" to support 
the head) and extra pillows. Blow-by oxygen was not 
described as a significant interference. Mrs. C. com- 



mented ou oxygc'n bv luisal cannula: "Do able but not 
great. It did inhibit nuzzling up, but at least 1 didn't 
have to worry abcnit an airwav!" Actuallv, tram.cuta- 
lU'ous oxygen s,Uuiation, minute ventilation, and 
breathing patterns are im^re optimal with hieast than 
bottle feeding (Meic'r, 19S8), though individual experi- 
ences may vary. Iwo inlants had apneas with "suck and 
swallow" while nursing, om‘ even after discharge. Her 
mcUher, who did nurse fullv' (and in fact tc>und that her 
premature infant learned to latch on more quicklv than 
her first, full-term infant), dealt with the situatiem 
calmlv : ' I took her off (tlu‘ bixMst), pattc’d lu‘r back, told 
her to bi'eathe, and then '-he went back on." 

In retrospect, several nuUhers felt thev had expected 
toil much in the beginning and wished thev had been 
warned hm.v long it would take their babies to learn to 
latch cMi and really nurse. Three reported that nursing 
"clicked" an^md 37-40 weeks gestation. Mrs. R., whose 
33 week infant was ultimately able to breastfeed, said, 
"If only 1 had known from the beginning that it would 
all comc‘ together at 4() weeks! 1 would sob at each feed- 
ing ... I was so frustrated and angrv' — whv couldn't I 
nur.se?" 

Sources of support 

Mach mother noted the need for anticipatt^ry guidance, 
personal support, and proficient technical help. Mothers 
in this sample were fortunate to have ample financial 
resources, available transportation, and intact, support- 
ive families. Neonatal nurses all treated mothers' 
breast mi Ik like "pure gold" (an attitude which mothers 
commented on and appreciated), but nurses varied in 
their breastfeeding expertise. The nurses who had 
breastfed their own children consistently received the 
highest marks from mothers. A lactation consultant and 
the stepdown unit staff were praised bv some mothers 
and panned by others; this points to the role of individ- 
ual differences and personal factors in the interaction 
around as intimate an endeavor as nursing. Stepdown 
unit nurses typically were responsible for fiv'e or six 
patients; they had little time for theemgoing c>ne-on-one 
assistance iTU')st nursing mothers needed. A research 
nurse (without clinical responsibilities) who was con- 
ducting a study on babies' physiological responses dur- 
ing breastfeeding sat through nursings with several 
mothers and was mentioned in glowing terms. Physi- 
cians were not singled out as helpful until after dis- 
charge: one community pediatrician in particular 
served as a significant support for three mothers. Most 
mothers sought resources independently and were dis- 
appointed by the paucity and poor quality of the writ- 
ten materials av'ailable and by the difficulty they experi- 
enced in, for instance, locating phone numbers for lacta- 
tion support services they knew existed. 

Although it is clearly possible to nurse a premature 
infant succe.ssfully, mothers must endure a significant 
amount of mental and physical hardship that goes well 
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Ih'VoikI uluil ihc mothor ol [vvm infant normdllv 
oncoimlors. Oiuc lU'liiovod, lunvovor, d satist<Ktt>rv 
nur^in^ ivKuionship appoarod [o giw each nnUhor an 
rnoniKHis lxH)st in ostablishing a rolatiiMiship with her 
child. Althmigh tliis saniplc o\ menhors inm\ a tertiary 
I are Ix^spital is unlikely io be representative of all nxUh- 
ers o\ prem<iture infants, their experiences are nonethe- 
less instructi\e. They are survi\'ors, in that nursing is 
supported, but noi puMCti\ elv encouraged, in the nurs- 
ery. The individual baby's and mother's personalities, 
abilities, and relatit^iship appeared to be crucial deter- 
minants i^t outemne. Calmness, resilience, determina- 
tion, go(xf family supports, perscMial maturity, and a 
willingness [o "march to the beat i^f a different drum- 
mer" marked the mothers in this group who were able 
lo nurse. The breastfeeding had to be truly important [o 
succeed, but it also seems that if nursing came to repre- 
sent too much of the "premature experience/' it serv ed 
as a focus c)f anxiety, rather than of good tiling (dis- 
cussion with Donna Dowling). 

Turning points in the nursing relationship 

There are several turning points at which the nursing 
relationship can either fly or fail. After the baby's birth, 
the mother must begin to pump regularly and fre- 
quently with a heavy-duty electric pump, and must 
continue to do so for one to three months. Both correct 
technical advice and ongoing empalhic personal sup- 
port are needed throughout this time. Particularly while 
"breastfeeding" a pump regularly, mothers may feel 
"IcK'ked (Hit" of cart‘ and may feel the baby "belongs" to 
the nurse and not to them. They may hesitate to request 
priv'ate time with their infant for fear of upsetting the 
baby or the nursing schedule. Mrs. C. and Mrs. L.'s lac- 
tation consultant both spoke positively about "kangarcx> 
care" (skin-to-skin contact for mother and baby), which 
facilitates phv'sical closeness to the baby and lets the. 
mother help with care in a ccxicrete way (Whitelaw, 
Anderson, l^^M). Pew nurseries have been able to 
integrate this type of care intc') their daily routines, for a 
variety of rea.sc'ins. ITowever, the potential benefit of 
"kangaro(> care" to both the mother-child relationship 
and to the nursing relatic'inship seems worth exploring 
and has been documented in a preliminary way 
(Whitelaw, et al., 1^>88). If daily skin-to-skin contact 
between the nu^ther and her infant is possible during 
this early phase, the mother's relationship with her 
infant can grow, and pumping can remain a means to an 
end, not become an end in itself. 

A second turning point for the nursing relationship 
comes with putting the baby to breast and helping him 
or her learn to latch on and nurse. This phase seems to 
last at least six weeks (34 weeks to term) and demands 
endless patience and calm persistence from the nx^thiT. 
The "three steps forward, two steps backward" nature 
of the process is limited by the baby's physical maturity 
and vv'ellbeing. Technical advice (on positioning, etc.) is 



helpful, but closo personal supptnt and anticipatory 
guidance may be even more important. 

A third turning point comes wheii the motlx'r 
attempts "complete" nursing and discoiitinues pump- 
ing and bottles. During and for several days preceding 
this process, a "h(4d" on major and minor medical inter- 
v enti(^ns (such as medicatiim changes, hernia operation, 
changi's in (Avgen Iherapv', etc.) wcnild be helpful, so 
that the kx'us can be, if briefly, on the nursing rather 
than on the intant's medical cemdition. Cost c\>ntain- 
ment, or the mother's preference, may push this transi- 
tion to the home setting, thmigh a supervised "nxmiing- 
in" space within the hospital (e.g.. dcHmitcHV quarters) 
is workable if available. 

'I'he addition of more nursing staff, mmv lactati(m 
consultants, and more pro-breastfeeding protocc^ls may 
or may not be helpful to mothers wlu^ are trying to 
nurse their premature infants. Consultants, whe^ tend io 
hav*e a short-term relationship with the mother, and 
nursing staff, whose prc>fessional responsibility is the 
infant's well-being, necessarily provide interwntiems 
which are more performance-focused and less in tune 
with the state of the nursing relationship. If a nursing 
"doula" were assigned to each hopeful nursing mother 
at her baby's birth (Shelley Senders, M.D., personal 
communication) longitudinal, individualized personal 
support would be available during these critical times. 

The cemcept of a nursing "doula" is m^t new or orig- 
inal; the La Leche League has used this approach with 
success. Perhaps there are neonatal nurses who haw 
nursed their own children who would have an interest 
in this role, which inv(>lv'es suppcHting a person (the 
mother) and a relaticmship (the nursing). Perfc>rmance 
of this skilled and time-consuming job would need to be 
reimbursed, and separated in time and space from other 
professi(>nal duties (such as infant care), possibly as part 
of a staff nursing position. Such a support person needs 
[o know not only breastfeeding in a "hands-on" way, 
but also premature infants; she "practically needs to be 
a therapist." 

The emotional v'ulnerability of any postpartum 
mother is compounded ior the mothers of premature 
infants, whether or not they want to nurse, by the stress 
of premature lalxn and delivery and by ongoing reality 
worries about the babv's condition. Ideally, sorting out, 
clarifying, and discussing feelings about the baby, the 
pregnancy and delivH'ry, and the nursing; providing 
technical support and advice; and sitting with the 
mother through multiple nursings would all be part and 
parcel of the nursing doula position. Although some 
may feel this simply describes the job of a gcxxl lactation 
consultant, few necmatal intensiw care units have the 
resc'iurccs to fund enc^ugh consultants familiar wUh pre- 
matures for Ihe number of mothers ho}>ing lo nurse, 
given the amount of time required to forge and main- 
tain a relationship with each. 

Nursing is a relationship, and its support may best be 
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tUVt>mpHslu\1 tliroiigli i\‘lcUionship. Iluis, longituJi- 
iitil iiUonu’livt* motliors mdv otTor an ad\ an- 

laj;o ovor proUni^ls basod on spccitic in torvon lions. Tlu* 
polonlial bonotils of "kani;aroo caro” in pionu>tin^ llu‘ 
nH>llH‘rn’hik] ivlationship (and hoiuo 11 h‘ nur^'ini; ivla- 
tionship) soom undcr-appuvicUod. Ikoaslttvdinv; o\ cn a 
hoallhv promalurt* intanl is yvvv cliffiaiU, howowT, and 
may not bo a roasonablc v;oal for main', or own nn)sl 
molhors. If ihoso wlio dt> hopo to nurso aro v;i\vn v;iiid- 
anoo llial bring.s thorn oK>sor to tlioir infants, a ^roat dt‘al 
will ha\‘o boon aohic’wd, /\ suocossful niirsinv; rolation- 
ship i.s a signiticant aohit‘\ omont, and mav iK^rakl a pos- 
ili\o and satistvin^ rolatiiMiship attor an c’\tiomol\- dilti- 
oiilt and strossful bov;innin^. 
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UK, tel: +44(0) 171 82d 8b7d; fax: +44(0) 171 829 8657. 
Books for review should be sent to Bernadette Wren, 
Book Review Hditor, 177 Brooke Road, London 1L5 
8AB,UK. 
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Early Intervention and the NICU Health 
Professional: An Interdisciplinary Training Model 



Virginia Wyly, I’h n dnd Jack Allen, M.\ 

V’< I' Irainm^ IVojiHt, Umvorsiiv at l^uMalo 

(nittalo. \t’\v ^ork 



nn/ hiibu hooked up to till tlio<c fuhe> (vui inn''-. I 
'dhhn iOiint to toiuh her. But the iuicu>ivc nur <ttitj fh'ljH'd 
tuh! <upportcd ii< irliih' ??/y ini> tfinv. Wlini loc tuhdiu 
took her houie u'c felt like iinc piirnit^ ut lu<t. I tliou^.iht tluil 
oil (ff tIuU nu'diciil iWd ho<pitid tifiw U'o> over But at her >i\ 
uiouth folloiv-up. iCe uvre told >he would need f^h\/>ieid ther- 
upu. 

the mo>t di>eoun\^in^^ tliiiii^ for me wa< that one of rni/ 
twills who wa> horn preniatureh/ did not do a< well the 
other twin. Wlum he wa< horn we were tiot even mre if he 
leould make it. Well they both eatne home hut not at the 
>anie time, nnd he continued to he slower than hi^ hrother. 

At IS months hi> hrother >aid words and walked hut he did- 
nl. St» hi< doctor put us in touch with an early intervention 
program where he's now enrolled. No one at the hospital told 
u< this mi^ht happen. 

['.wry voar over 200,000 premature infants are bt)rn in 
the United States (National Center for Health Statistics, 
1000 ). With advances in neonatal care, the survival rate 
ol these infants has dramatically increased. Moreover, 
inlants of 23 weeks gestational age or weighing less 
than 750 grams are being kept alive routinely. These 
verv fragile babies are at risk for developmental delay. 
Approximately half of very early, low birth weight 
infants will require early intervention services, includ- 
ing long periods of specialized hospital care in neonatal 
intensive care units (NlCUs) (Bruder & Cole, 1001). As 
survix^al rates have increased, so too has the incidence of 
chronic impairments, physical disabilities and develop- 
mental disorders (Long, Artis, & Dobbins, 1003 ; Hack & 
Fanaroff, 1903 ), This serious situation requires our best 
efforts in a rapidly changing context. 

The increased survival rate of premature infants has 
focussed our attention on the need for and types of ser- 
vices we provide for these infants and their families. Are 
we doing enough for them? Are we engaging the family 
early enough? Are we providing appropriate interdisci- 
plinary early intervention? Until recently, early inter- 
vention for infants with disabilities and their families 
began sometime after discharge from the NICU. NICU 
health professionals often tend to view discharge as a 
successful end to hospitalization. But families often 
view discharge differently. For many of them, discharge 
will in fact be the beginning of a long process that 



invc>lves ongoing medical and therapy services as well 
as a continuing search for earlv intervention ,ser\ ices 
(Bruder(!ii Walker, 1990: Sabbeth, 1984). 

The family experience in the NICU 

/ thou;»iht havini^i a hahy in the hospital for three months wa> 
the hardest thiny^ I would ever experience. I was told that 
there miyht Iw snne problems because she was so tiny, hut I 
was unprepared when she was diaynosed as haviny cerebral 
palsy. 

The birth of a premature, fragile infant is stressful for 
the family in manv wavs (Hughes, McC'ollum, Sheftel, 

Sanchez, 1994). Not onlv is the birth unexpected, but 
the infant's potential medical crisis and extended hospi- 
talization, coupled with the overwhelming NICU envi- 
ronment, may take a toll on families' energies and 
res.)urces at a time when they most need them (Wyly 
Allen, 1990). Furthermore, family routines are disrupted 
as family members spend time visiting the infant. 
Because extended family members and friends may not 
know what to sav or do in response to a premature 
birth, valuable social support may not be available to 
parents. 

Parents often feel out of control while others care for 
their baby in the NIC'U. Their parental role as primary 
caregivers is often taken over by professional staff. 
NIC Us that in\'olve families in decisions and encourage 
family members to participate in non-medical caregiv- 
ing procedures and developmen tally supportive com- 
forting measures for their infant enable and empower 
parents in their role as caregivers. 

Infants in the NICU who are acutely ill or at devel- 
opmental risk are likely to require early intervention 
services in the NICU and after discharge. But when the 
system of care is fragmented and disorganized, or sim- 
ply not available, additional stress is placed on families 
who face difficult decisions about obtaining services for 
a child with an identified disability or at developmental 
risk. Clinicians have suggested that this stress jeopar- 
dizes the nature of the current and future parent-infant 
interactions (Affleck Sz Tennen, 1991), 

I-ven when infants who graduate from the NICU are 
physically and deyelopmentally normal, the transition 
from hospital to home can be problematic for families 
(Pearl, Brown, & Myers, 1990). 

St 
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Whon an intant is discharged from a NIC'U, parents 
report tooling helpless and alone (Finsher Sz C lark, 1^^4; 

1 lanline & IX'ppe, 1990). When their infant is home, par- 
ents report that they lack eontidenee in their parenting 
skills for their premature infant (Sheikh, O'Brien, & 
MeCluskev-haweett, 1993). In additii>n, parents ma\ 
often lack definitive information about their infant's 
future. 

Families who expect that once their infant is hcime, 
life will be normal are (')ften shocked and dismayed 
about the infant's ongoing medical and developmental 
problems. In fact, some infants may need a variety o! 
services that continue well iiUo the elementary scIukiI 
vears or bevond (Blackburn, 1993). 

To meet the needs of families with preterm infants 
with dex'olopmental disabilities or who are at risk tor 
developmental delaxs, NICU health professionals and 
earlv interx entionists need to work collaboratix'ely. The 
challenge is to prox ide family-centered early interx en- 
tion services in the NICU, through discharge, and in 
transition to community early interx ention serxnces. 

IDEA and NICU infants born at 
developmental risk 

The Individuals with Disabilities Hducation Act (IDliA, 
Part H) responded in part to the situation by making 
hospitalized infants and their families eligible for fam- 
ily-centered developmental services (Dobbins, Bohlig, & 
Sutphen, 1994; Krehbiel, Munsick-Bruno, & Lowe 1991). 
This action was consistent with current trends in early 
interx'ention, which identify hospitals as important 
sites for early interx'ention services and family support 
(Flynn & McCollum, 1989; Calkerson, 1990; O'Brien & 
Dale, 1994). 

While general consensus on "best practice" empha- 
sizes pa rent -professional collaboration and pn')gram 
design that recc'^gnizes the family as the constant in an 
infant's life, (Shelton, Jeppson, & Johnson, 1987), the 
reality of practice is another matter. In fact, we are a long 
way from providing a seamless system of family-cen- 
tered early intervention in the NICU, at discharge, and 
through transition to community early interxx'ntion ser- 
vices. 

Despite federal legislation (IDHA, Part H) that identi- 
fies the hospital as a site for family-centered early inter- 
x^ention services, this focus has only lecently become a 
training priority for NICU health professionals. NICU 
training traditionally has focused on technology, new 
medical procedures, and medicatic’kns rather than on 
meeting family needs. That NICU staff are now looking 
for ways to provide systematic training on implement- 
ing early intervention services within a family-centered 
neonatal care model represents a true paradigm shift. 

Because early intervention professionals are now 
assuming a more central role in preparing families and 
premature infants for their discharge from the NICU 
and in helping families find and use early intervention 



services ( Phorp 6z McC\41um, 1988), they need to work 
more closely with NICU health professionals to delix'er 
familv-centered early interx'entic^ns fcir at-risk infants 
and their families and facilitate transititm to community 
earlv interwntion programs (DeSocio & Fnsher, |9S(>; 
Gilkersi^n, Corski, Panitz, 1990; Thurman, 1991; 
Zeanah & Jones, 1982). Farly intervention pn^fessionals 
need to learn about premature infant dex'eU^pnuMU, the 
iHitcome of medical stressors c>n the infant, common 
problems of infants in the NICU, pnicedures and equip- 
ment used in neonatal intensix'e care settings, and 
dex'elopmental probh ms specific to premature infants. 
Thev need to increase their awareness of the impact 
the premature birth on the family system and the K>ng 
term outemnes on both familv and infant. Finally, in 
order to dex elop an Individualized Family Service Plan 
(IFSP) as mandated by i’art 1 1, the infant interx'entionist 
needs to be able to identh'y ways t() help families regain 
control over their lix es while supporting them in access- 
ing professional services (Ccu^per & Kennedy 1989). 

Evolution of the NICU Training Project 

Since 1985, wdth support frenn the Office of Special Hdu- 
cation and Rehabilitative Services in the Department of 
Hducation (OSERS), we hax'O developed, validated, and 
disseminated the NICU Training Model. Originally we 
designed this model for neonatal nurses and other 
NICU and pediatric health professionals who serxe 
infants with disabilities in neonatal intensix'e care units; 
we focused our early efforts on the infant and the NICU 
nurse as caregix'er. 

In the next stage of our model development, we 
mox'ed toward a stronger emphasis on the family and 
parent-professional relationships. We began to include 
parents of premature infants in our training \vorkshops. 
As part of that effort, St. Luke's Hospital and Western 
Hills Early Intervention Center of Sioux City, knva 
asked us to offer a training workshop whose partici- 
pants would be drawn from the hospital's NICU and 
the Western Hills early interventicMi staff of infant teach- 
ers, physical, speech and occupational therapists, social 
workers, and a parent advocate. While this mix was out- 
side our original program's design, the idea was appeal- 
ing. We tried it. 

We found that NICU nurses, teachers, and other early 
intervention professionals were enthusiastic aboui 
interdisciplinary training. The opportunity to learn 
from one another and describe the unique skills each 
group uses was enlightening. Most important, work- 
shop participants felt that the training would help them 
provide improved services for infants and toddlers with 
disabilities. 

We were excited about the enthusiastic response and 
the outcomes from the Sioux City training. So in 1991, 
when we received a similar request from Buffalo, New 
York for a training workshop including a combination 
of NIC'U-based related service personnel and early 
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intorvL'iiticHi professionals, we tried the adapted NICU 
Training Model again. 

Our follow-up of these training workshops showed 
that both NICU and earlv intervention personnel used 
what they had learned in the training. NICU profes- 
sionals told us they gained an appreciation of the 
importance of family-centered NICU care and the need 
to individualize family services starting in the NICU. 
The early inter\'entionists learned what infants and fam- 
ilies experience in the NICU and better understood their 
special needs. At the training's conclusion both groups 
developed (and later implemented) a formal plan for 
sharing information and maintaining contact. 

We searched the literature and talked with colleagues 
around the country but found no comparable training 
program. We did, howe\'er, find that others were aware 
of the need we first recognized in Sioux Citv. Cooper 
and Kennedy (1989) wrote: 

Aiiviuucs ift ucoftntal h/fensnr o?rc Inwc linwintically 
i}icrcascii the survival rate of i}ifa)its horjt prcutaturcly or 
ivith utvdicnl complicatio)}s. Fi^^urcs show that the ;///n//?tT 
of }ieonntnl hiteusive care units (NICUs) iu the U}tited 
Ffatrs increased froai 448 to 594 hi 1985 (Hospital Statis- 
tics, 1987). Increases in infant survival rates, coupled with 
the eunctnwnt of(l\L.) 99-457, have created a ;/(TCss/7i/ for 
professionals involved with infant service delivery to have 
up-to-date knowledge concernin;^ neonatal intensive 



care...Con^e{]uentlif, the infant interventionist must be well 
acijuainted with the treatment approaches utilized in the 
NICLL 

Beginning in 1992, again with funding from OSERS, 
we modified our initial model by including hospital- 
based and community-based early interventionists in 
our training population. Whenever possible, parents of 
NICU infants who require early intervention services 
were also included as training participants. We contin- 
ued our family-centered focus and added information 
about Part 11, IFSPs, discharge planning, and transition 
to community -based services to our curriculum. For the 
past three years, we ha\'e refined the model and tested 
it with NICU and early intervention professionals at U) 
hospitals throughout the country. 

The results have been overwhelmingly positive. Not 
only did the 200 participants positively evaluate the 
training model but our tol low-up data showed that sig- 
nificant changes resulted from the training. 'Fhe follow- 
ing are several typical participant comments about our 
joint training design: 

• It was very interesting to "try on" others' shoes. 

• Continue to "mix" professions; it was very effec- 
tive. 

• Keep using small groups, role plays, case studies, 
videos, and combining NICU professionals and educa- 
tors. 
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• riu‘ group shiU ii\‘’; enhanced the reahu‘ss and t>pc-n- 
ness in dealing with family issues. 

The NICU training model 

The NICU training nicKlel addresses: 1) team eollalxua- 
iion U^r deli\er\’ of famiK-eenlert*d m‘tmalal care s^m- 
viees; 2) the high-risk infant experience in the NICU and 
tlirough transition; and 3) the family experience in the 
NICL- and tlinnigh transiticHi to community early inter- 
vent it)n ser\ices. Specifically, the training model is 
designed ti^ train NICU health pn^fessiiMials and earlv 
interventimiists [o: 

• Work collabc^ratix elv as a team w ith families and 
infants; 

• Use individualized assessments ot infants and fam- 
ilies; 

• I-mplov de\elopmentall\' supportive care with 
infants; 

• Assist families in suppc^rti\ c‘ infant inter\ entions; 

• Recognize and appropriateh’ respond to parent 
emcUional states; 

• Create siipporti\'e emircuiments U^r infants and 
families in the NICU and beytnid; 

• Implement familv-center* i net^natal care; 

• Provide continuity of intervention services from 
hc^spital to home; 

• IX'vek^p services consistent with Part H, including 
I PSPs and transition planning. 

The training is designed to bring about cognitive, 
affective, and behavioral change. Our past training 
experience has shown us that the training mcKlel must 
ha\ e a strong philosophical base, employ interactiv e 
learning methods, and teach participants the curricu- 
lum content. 

Participants are selected based on experience, com- 
mitment to familv-centered neonatal care, and their 
agreement to facilita-te family-centered care practice in 
suppt^rt of families with infants at risk tor developmen- 
tal disabilities. The participant mix varies, depending 
on the site and area needs. A typical group of partici- 
pants might include neonatal nurses, neonatologists, 
physical therapists, occupatkmal therapists, respiratory 
therapists, earlv interventionists, hospital-based follow- 
up perstnmel, social workers, psvchologists, speech-lan- 
guage pathok^gists, and parents of NICU infants. 
Because of the interactive nature of the training, we 
limit groups to 25 participants. 

We clux^se hospital training sites based on the popu- 
lation they serve, their commitment to implement Part 
H of IDEA within the context of family-centered care, 
their links to early intervention services, and their will- 
ingness to incorporate the elements of the NICU Train- 
ing Mt)del into the institutiem's ongoing inservice train- 
ing program. 

Training is conducted over two days and involves 
adult learning prcKX'sses, small group designs, video 
analyses, demonstrations, simulations, and role plays. 



We use k^lk)w-u- e\ aluatit)ns with participants and lam- 
ilies [o assess lunv well training is translated into prac- 
tice. 

I raining ciMisists t^f 1) discussion ot tlie content mate- 
rial studied bv participants prit)r to training; 2) prm id- 
ing addititmal cxnUent ink^rmation tc^ participaiUs; 3) 
deimmstrations o\ de\ elopmcntal care practices with 
infants, effective communication strategies, and indi- 
vidualized assessments; 4) nke-play and case study 
analv'ses oi pnk'essional-pix^fessicmal ccnnmunicatiixi, 
parent-pi\kessit)nal ct>mmunicati(m and fa mi Iv' inter- 
venticMis; 5) focus grcnip discussiem cut team building 
and wavs [o implement family-centered care; u) struc- 
turing intiM V'entitm strategies; 7) analyses ot videotaped 
infant behavitu’s and states, professional-parent com- 
municatiiMi, and infant interventions; 8) small group 
problem solving; practice in specific interveiition 
techniques in the NICU, writing IFSPs in the NICU, and 
drafting discharge/ transitiem plans; and 10) using prob- 
lem solving and communication in collaborativ'e team 
efforts. 

The training is designed to maximize participants' 
learning and to facilitate team collaboration for fiimily- 
centered care. Thus the two days (T training are highly 
interactive and afford opportunities for NICU and early 
intervention professionals to learn from cxie another. 
Several examples of training activities will illustrate 
how we facilitate this process. 

Early in the training workshop, the NICU health 
professionals form a circle to discuss some of the work 
stressors associated with caring for premature infants 
and t’veir families in the NICU, the stressors' impact 
on them, and ways they address the problems associ- 
ated with the stressors. While they talk, the early inter- 
ventionists listen from an outer circle. This is called a 
fishbowl design. The same type of group discussion is 
then conducted with the early intervention group in 
the inner circle. Although the fishbowl lasts only 30 
minutes, it allows each professional group to quickly 
learn what the other does, as well as to identify some 
pertinent issues and problem-solving strategies con- 
cerned with providing family-centered early interven- 
tion services for infants and their families. 

Effective communication is a key* theme throughout 
the training. Families have identified communication 
problems with professionals as a potential barrier to 
successful implementation of family-centered neonatal 
early intervention. We have written role plays based on 
real family-professional situations. These scenarios are 
then given to small groups of participants, who are 
asked to select players and plan how they will play the 
scene. One role play depicts parents visiting their 
infant in the NICU where they are told that their baby 
is ready to go home later that day. The parents do not 
feel ready for the discharge, but a NICU staff member 
assures them that they arc. In another role play, a par- 
ent whose infant has been discharged from the NICU 
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is visited in her home by a Hospital-based early inter- 
vention foilow-up team who inform her that her 
infant will need early intervention services. The 
mother insists that her baby is fine, since he was well 
enough to be discharged from the NICU. 

plavs are used as a vehicle for training partici- 
pants to "feel" what it like to be a parent who ir^ negoti- 
ating the system. Since each role play contains a conflict 
situation, they also coffer participants the t^ppt^rtunity to 
practice wavs ti^ di‘al with conflicts as well as supptn t 
families. While the role plavs are fun and serve to ener- 
gize the gnuip, the discussitm that follows tmiches t)n 
manv salient issues ctmeerned. with alternate wa\ s tif 
managing parent-professitmal and professicmal-prcUes- 
sional communication problems, interdisciplinarv 
teamwork, and sensiti\it\' to families. InterestingU', at 
the outset of the wtirkshop, participants will often 
remark that they don't like role placing, but at the work- 
shop's conclusion, thev will identify role plavs as one of 
the most effective training tools in the workshc>p. 

Another training design used to link the expertise of 
NICU and earlv intervention prc^fessionals is a small 
group task of drafting an indi\ iduali/ed developmental 
care plan fora hospitalized infant (Cole, Begish-Duddv, 
judas, & (orgensen, 19^)0). 

The one-page plan contains several simple comple- 
tion statements about the infant — e.g., My name is 
. 1 can . I get stressed by . You can pro- 
mote my well-being by . Each group completes 

the plan, based on a description of the hospitalized 
infant presented by a group member w'ho is a NICU 
health professional. Each group then presents its plan, 
followed by a large-group discussion directed at ways 
to involve families in writing the plan, update it as the 
infant progresses, incorporate it into an IFSP, and use 
it as a communication tool with other professionals. 

Toward.s the end of the training workshop, a focus 
group is used to address the question, "What do we 
ha\ e io change in our practice to reach a seamless sys- 
tem of service delivery for families and infants?" It is in 
this small group format that NICU health professionals, 
hospital-based and community-based earlv interv^en- 
lionisls, and parents identify what changes need to be 
implemented in their programs and how to do it. Initial 
plans for collaborative teamwork are identified at the 
wc)rkshop's conclusion. 

Effecting change 

The real diffiadt}/ in chmii^in(,^ the conr>e of mn/ enterprise 
lies flat in developini^ new ideas but esenpini^ from old ones. 
|ohn Mayn^^rd 

The goal of training is change— shifting paradigms, 
breaking old habits, and trying new behaviors. A two- 
day joint training experience prt>vides opportunities for 
NICU health professionals and early interventionists to 
share their experiences and identify ways to change 



their current practices in order to achieve* greatcM' C(dlab- 
e)ration. Pul ing the training process we emphasize that 
te>r change tc^ eiccur, training participants must mU only 
work indi\idually e^r in leMins le^ im^del the desired 
beha\'iors in their own weu k settings, but alse> work sys- 
tematically as a gn)up io impleme'nt pre^grammatic 
changes, [-urther, they must share the training Cc^ntent 
with others in the NICU eM* earlv intervention pnygram 
te> pnmuUe ownership ot the idc*as and facilitate suppi^rt 
tor change. FedUnv-up is a kt‘v io successful training. 

What changes do training participants achie\e^ In 
our folknv-up e\'aluatic>ns, participants tell us thiU the\- 
ha\'e a greater awart*ness and sensitivit\’ to the needs of 
NICU infants and their lamilies. A parent of premature 
infant who is also a special c'ducaticm teavher com- 
mented: 

a parent who survived the NICU experienee. I look 
hack and realize how niueh wore eoufd have been done to 
eoi}}fort ///!/ bain/ aiui allevude the UtV'^s put upon our Unn- 
/7i/. As a special educatio}} infant teacher. I found the di<cu<- 
sion of strate/i^ies for helpinsi fawilies cope with their experi- 
ences invaluable in dealing with the eniotional par- 

ents ofteii cany for years after their NICU experience<. The 
NICU Training Project has reniiiuied we to keep our inter- 
ventions baby-led aiid fafinly-focused. (s. sd.ult/. person.a 
oomnumuotion. IXvemlKT. » 

Participants report specific changes in implementing 
family-centered early inter\*ention, staff education, and 
linking the resources and expertise of NICU and early 
intervention professionals. The changes made reflect the 
specific needs of the participants from each site. 

NICU staff who participated in training have at the var- 
ious sites have; 

• created a developmental task force 

• formed a Eamilv-Centert'd C'are team 

• provided educational seminars/inservices on 
developmental care, family support and earlv interven- 
tion 

• established a F\imil\' Advisory Council 

• written a family support grant 

• modeled and mentored appropriate deyelopmental 
interwntions with staff and families 

• included physical and occupational therapists as 
team members in planning developmental care 

• established a staff informational network e.g, bul- 
letin boards, newsletters, videos 

• established developmental rounds that include 
early interventionists 

• structured a more welcoming climate for families in 
the NICU. 

Early intervention training participants report the fol- 
lowing post-training activities: 

• hosted one-day practica in the El program for 
NICU staff 

• early intervention staff spent a dav in the NICU 

• conducted inservices with panmts of premature 
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infants as spcakors op tamilv luvds 

• ostiiblislu’d a paivnl ivsoura* library li> assist tran* 
sition from the NlC'l- to cMrly intoix ontion 

• t\>iuiiutod in-si*r\ici* trainings in tlu* NK*L' on 
liMig-tiTin dp\'olopnu’nt<d problems, .assessment, <md 
familv experience in transition from the \'K’U 

• identified liaisons between community earlv inter- 
\ enliim and the NlC'U 

• rafted transiti^m plans with \IC'L staff. 

Conclusion 

As service prmiciers and families k>ok lor wa\s to 
improve the life circumstances of the high-risk infant in 
the NilC L-, seslcniatit' efforts are being made to train 
personnel cooperati\el\’ to meet the challenges of this 
new field (VandenBerg. b^S7). A comprehensi\'e, coordi- 
nated multidisciplinary, interagency appnxuh to serv- 
ing infants and their families requires cooperation 
between hospitalsand earlv interx ention services. 

For the past 10 vears, we ha\e dexelopod and 
adapted our training program to meet the changing 
needs of prc^fessionals who work with premature 
infants and their families. The training we have con- 
ducted in sites across the countrv has led to numerous 
changes in both NlCUs and early intervention pro- 
grams. While developmental care in the NICU and fam- 
il\ -centered earlv interx ention in the community are by 
means unix'ersalK' ax'ailable, we do see a commit- 
ment to better serx'e fragile babies and their families. 
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intensive care unit. 'Iiicson, Arizona: Therapy Skill Builders 
/.eanah, C. H., & jones, ]. D, (ISS2). Maintainin>; the parent-statf 
alliance in the intensive care luirserv. Psychosonvaliis. 2X, 12XS- fZ^l 
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Letters to the Editor 



\ or llu‘ pjsl lour yOiirs, 1 IidW* ,\n c<mW 

inlor\L*nlion prognim in rural Alaska. Tlu‘ proi;iam 
cowTs an aiva tin* si/c id si*\*i*ral states — tO-plus eom- 
munitit*'^ spread o\ er the interior of Alaska. Onlv a 
small portion of these eomnumities is aeeessed bv a 
system ot rotuis; the rest is aeeessed onlv bv air or boat. 
The ehallenges taeed bv all rural pro\'iders are eom- 
pounded by extreme weather, ineredible distanees, 
multiple eultures, laek ot "modern ' eoiu'enienees, and 
a eritieal shortage of tuiuis. Weather ean range from 
zero to tSO degrees below zero in the winter, with snow 
from September to Mav. Sinee most travel is done in 
small planes (two to I.'^ seats) to v illages without con- 
trol towers or landing lights, it becomes a major under- 
taking to make monthlv visits to families. Communi- 
ties range from one- to four- hours' travel rime bv air 
each way, to eight hours by car on the road svstem. 
Idanes are unheated in the winter; roads must be 
plowed continuously in the winter and are usuallv 
under construction in the summer. People with med- 
ical emergencies are usuallv flown from their \ illage to 
b'airl^anks, with the time between placing the call for 
medevac to arrival in Fairbanks ranging from four to 
12 hours — ^weather permitting. 

The tamilies we serve are from varied ethnic and 
socio-economic backgrounds, including Athabaskan 
Indian (speaking sev'eral dialects), Inupit and Yupik 
hskimo, Caucasian, and African-American. A majoritv 
of the families live a suLxsistence lifestyle (dependent 
on trapping, hunting, and gathering) and receive some 
assistance either from the state or tnbal government. 

1 iomes are usuallv ' cithout running water or sewage 
disposal systems. All communities have electricitv and 
phone service, but both are erratic at times. 

These factors all combine to make our service deliv - 
ery different from programs described in the 
April/May, 1995 issue of Zero fo Three on working with 
infants, toddlers, and their families in rural areas and 
small towns. The article by Sue Forest on challenges 
and strategies is probably accurate with respect to typi- 
cal rural areas; how'ev'er, it does not address the chal- 
lenges faced in remote rural areas such as Alaska. 

1 lome visits here are, unfortunately, scheduled everv 
four to six weeks with families, due to the enormous 
distances and costs of travaM. Teleconferencing with 
families is linuted, since not all families have phones or 
easy access to phones. In addition, cultural differences 
make non-face-to-face contacts limited in v^due, since 
several cultures rely on body language to complete 
communication. Connecting other professionals to 
rural remote areas involves extra challenges, for sev'- 
eral reasons. Therapists who are willing to give up 



valuable (and expensive) treatment time m town to 
jiHirnev to remote sites to do evaluations and/or ther- 
apy are extremely rare. .\ critical shortage oi phvsieal, 
occupational, and speeih therapists means that lami- 
lies are fortunate it a therapist accompanies the earlv 
interventionist once nr twice a vear. Alaska has a 
statewide travel team ot thempists who assist remote 
programs, but they are m) overloaded that two trips to 
each program are the maximum available. 

The early interventionist becomes the main point of 
contact for families, providing support, guidance, 
activities, contact with the occasional therapist, and 
volumes of information on everv topic from toilet 
training to specific therapv exiTcises. We work as 
closely with other professionals as possible, but pro- 
grams must be designed which the familv' or other vil- 
lage supports can follow with success. Trips to town 
for therapy sessions are close to impossible for most 
tamilies, due to distance, weather, and cost. Profes- 
sional isolation is the greatest drawL^ack to serving this 
area; we can often connect onlv* bv' phone, except tor 
one conv'ention per year. Ideas are shared through a 
support network of others who are doing the same 
type of service with equal challenges. VVe read journals 
such as Zero fo Three to keep current with new ideas 
and strategies in the field. 

Providing eaiiv' intervention services to tamilies in 
remote rural areas increases the challenges, but it also 
allows us to participate in family life in wavs which 
other providers seldom achieve. It is not unusual for 
our families to include us in village gatherings to cele- 
brate birthdays, anniversaries, funerals, or other spe- 
cial occasions. W'e have been invited to fish camps, 
boat rides, snow machine treks, and ca rni' a Is in the 
spring. W'e are given unique glimpses into a pattern of 
life that is very different from our past experiences or 
training, since most providers are from the lower 48. 

Veleta Murphy 

C'oordinator/Harly Ihtcrvonlion Specialist 
Infant I, earning I'^rogram 
lanana Chiefs Conference, Inc. 

F'airbtinks, ,Maska 
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I onjovrd IIk* issiu* of /yro to I'hnr 

riMd it with ii porsoMtil inlm*sl. 1 h<u o two Llou^^hlors; 
nu‘ vouni;i*si \\\is born with spii'iii bifida and hvdro- 
cophalus. 1 also work as an oail\’ intor\\*ntionist. In 
IMMO wo mo\’od to North C.'ontral \Vashii\^t(Mi trom 
l\)rtland, C")rov;on. Wo li\ i*d thoro till July, '‘‘M, whon wo 
movod to Soiithoastorn Mimu’sota. 1 am \ ory inlor- 
oslod in poliov implomoiUation and sor\ ioo doli\ ory in 
rural aroas. I road tho artiolos oagorly and could rolato 
to much of what tho authors wore describing. 

A I tor moviiii; sovoral times and bocominv; mlorostod 
m ' rural lix ing," I wanted to knenv what tho dofinitiiMi 
oi a rural tuva was. Ik! 3. Rios states (I ^^88) that do\oh 
opine, a definition has boon a conceptual problem for 
educators, legislators, demographers, socioU\gisls, and 
others for some time, t:\ en tluuigh much lU* the mid- 
west is rural (I grew up on a farm in Wisconsin), 1 
st«irtoi.l making a distincti(m between rural and 
remote/rural. In Sue 1-orest's article, the term 
remote,/ rural is used in the first sentence. Some the 
differences as I see them im olve access to local ser- 
vices. While li\'ing in North Central WashingUMi 1 had 
to drive manv hours o\ er mountain passes to get to 
mv daughter's medical specialists. We had much the 
same issues as were mentioned in the articles: difficul- 
ties in recruiting and retaining qi.ialified personnel, no 
public transp(>rtation, scarcit}' of services or hav ing to 
trawl great distances io obtain them, few resources 
and supports. At the time we liv'ed there, we had a 
wonderful earlv intervention program. Our birth-to- 
three program w as home-based; one of the ccMupc^- 
nents of our childfind was "taking our show c>n the 
nnid." Our conn tv was very large, and many families 
.lid not hav e transportation. Our staff trav'eled to dav 
care centers and clinics and did screenings. We also fol- 
U>w'ed families through the mail w'ith our Follow' Up 
Nelw'ork (FUN). This program w ould ha\'e never been 
av ailable in this remote/rural area if a few had not had 
the vision or dedication to make it happen. This is also 
apparent in reading the articles in the April /May issue 
of Zero to Three, 

The nnist important factor in services ('»r policy 
implementation in any area is people. The visions, the 
dedication, and attitudes. I'his has always been my 
experience, as both parent .md professional. The 
beliefs, dreams, and dedication of people make ser- 
vices possible. This is true at both state and local lev- 
els. I truly appreciate those people — professionally, 
because 1 am able to wcirk in the profession 1 truly 
love, and personally, because they have made a differ- 
ence in mv' daughter's life. 

7('/rs(? W(>//y 

Winona, Minnesota 

Kins, n n (IMSS) "Kunil" A C oiui'f>t hrvond 1 )rfmitic»n ‘ ( Krptut \o ilX) 

K( Wjsluti^lon. IX U!!ia‘t»l l am.itroiial Ui'siMrO^ »nul Impmvmu’nt 

(I KK iXKiimrnt K«-pio»hiUion Stvkt \o I 1) 



Publications 



Developmental Intorv'cntions: Premature Infants and 
Their Families (199 \1. \‘itginia W'vlv (‘Singular Pubh''lung 

Clroup, liH., A2>'A -list S(iwl. San Diego, C'A ^*2U1^-lbC) 
$29. 

This volume. Iodising on what can be done to enhaiKe 
the devcdopiu nt of high-risk pretcTm neonates, is 
designed to demvstifv the "cMrliest of interventions. ' 
[drawing on empirical research, theory, and application, 
Wylv and ccilleagues lack Allen and Janet Wilson pre- 
sent case histories, sugge-'tions for neonatal intensive 
care unit environmental interventions, and specific 
comforting techniques and strategies for caregiv er and 
familv coping. Techni(.|ues outlined include multimodal, 
sensorv' stimulation, state modulation, neuromolor 
interv'cntions, and stress allev iation Family issues are 
addressed in chapters on familv-preteriu infant interac- 
tions, familv reactions to premature birth, and familv- 
centered care in the NR'U. 

Low Birth Weight t7'//c iutinr of c7;/7i/;r;/, \'oL .1. /. 

/99,u-Richard F!. Behrnian, Hditor (The David and 
Lucile Packard Foundation. 300 Second Street. Suite 1(^2, ( os 
Altos, California 940221 F'ree bv’ request. 

This issue of The hut lire ofChihireu focuses on the "seem- 
ingly intractable" problem of prev enting death and dis- 
ability in infants as a result of being born too soon at low 
birth weight. The 14 essays in this volume summarize 
knowTedge and experience about the causes ot low birth 
weight, prev'ention efforts, and the care of babies born 
prematurely. Jeffrey Horbar and Jerold Lucey review the 
effectiveness cT technologies used as part of neonatal 
intensive care and discuss sev'eral new approaches to 
evaluating neonatal technology. Marie McCormick and 
Douglas Richardson discuss the dev'elopment of region- 
alized NICU services and the current trends toward 
deregionalization. Maureen Hack, Nancy Klein, and H. 
Gerry Taylor provide a critical review of the physical, 
neurosensor V, intelligence, behavioral, school perfor- 
mance, and health outcomes of very low birth weight 
infants. Jon Tvson analyzes ethical qiu lions faced by 
health care providers, administrators, and parents who 
care for the extremely low birth weight infant. 

Neonatal Nursing (1994)-Doroen Crawford and Maryke 
Morris, editors (Chapman & 1 lall, distributed in the U.F Hy 
Singular Publishing CRoup, Inc., 4284 41st Street, San Diego, 
CA 92 1 05- 1 1 97) $42.99. 

Written by senior clinical nurses at the Neonatal Nurs- 
ing Unit, Leicester Royal Infirmary, UK, for neonatal 
and pediatric nurses, mid wives, and their students, this 
text focuses on nursing actions and responsibilities in 
care of the sick new' born, providing relevant research 
findings, pathology, anatomy, physiology, and clinical 
applications. In an effort to offer a holistic ov'erview of 
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inttuil CtHv, llu‘ \ olimu‘ tidiirc'ssfs flhics, a>nlinuing cavc 
in tlu‘ cinnnuinity, inlrnncUnl uiiv, slcUistics, plinmn^ki- 
iind expliiniititMis i)t tormim^logv. 

The Best Intentions: Unintended Pregnancy and the 
Well-Being of Children and l amilies (1995)-Sarah s 
Brou n and 1 eon l-.isenborg, etiilors (National Av^adiMm* l^ress. 
2101 C on‘'lilution Avenue, \.W., l.oekbox 2^’^. Wasliinglon, 
IX 2iU)^^i '•6. 1. united siippK 'ol copies Summary a\\>ih 

able tree <'l eliargt* (lom Piv ision of Health Promotion and 
nise«isr Preventi<m. Institute ot Meduine. 2U)1 ( \»nstitution 
Avemu*, \. W., Waslungton, IX' 2(t41K. 

I-Aperts eslirnate that 37 percent ot all U.S. pregnancies 
an.‘ unintendi'd, either mistimed or unwanted alto- 
gidher. Not jii>t a j'»roblem ot lt.‘enagers or immarrit'd, 
poor, or minority women, unintended pregnancy aifev. Is 
all segments scKdety. In this report, the 17-member 
Committee on Unintended Pregnancy ot the Institute ot 
Medicine describes the number and comple\il\‘ of fac- 
tors resulting in unintended pregnancy and its conse- 
quences. The committee urges that the nation adopt a 
new siK'ial norm: That all pregnancies should be 
intended — that is, they should be consciously and 
clearly desired at the time of ccmception. They ad\'ocate 
a canipaign to reduce unintended pregnancy, aiming: 1) 
to impro\*e knowledge about contraception and repn>- 
ductiye health; 2) increase access to contraception; 3) 
explicitly address the major roles that feelings, attitudes, 
and motiyation plav in using contraception and a\'oid- 
ing unintended pregnancy; 4) develop and scrupulously 
evaluate a variety of local programs to reduce unin- 
tended pregnancy; and 5) stimulate research to a) 
develop new contraceptive methods for bc>th wc>men 
and men; b) answer important questions about how best 
to organize contraceptive services; and c) understand 
more fully the determinants and antecedents of unin- 
tended pregnancy. 

Cost, Quality, and Child Outcomes in Child Care Cen- 
ters, Public Report (1995)-Cost, Quality & Child Outcomes 
Study Team (Cost and Quality Study, Campus Box 139, P.O. 
Box 173364, University of Colorado at Denver, Denver C*0 
80217-3364) Fixecutive Summary (20 pages) $8.00; I’ublic 
Report (83 pages) $13.00; Technical Report (400 pages) $40,00. 

In 1993 and 1994, researchers from the University of 
Colorado at Deliver, the University of California at Los 
Angeles, the University of North Carolina at Chapel 
Hill, and Yale University collected and analyzed data 
from 401 child care centers and 82(S preschool -aged chil- 
dren attending a subsaniple of these centers. Study find- 
ings, reported in the general media in January, 1993 and 
elaborated in the study's Public Report, revealed that 
child care at most centers in the United States is poor to 
mediocre, with care in 40 percent of the infant and tod- 
dler rooms observed to endanger children's health and 
safety. Only one in 12 infant and toddler rooms were 
judged to be providing developmentally appropriate 
care. The quality of child care was primarily related to 
higher staff-to-child ratios, staff (‘ducation, and admin- 



islra tors' e\[HTit‘nce. In addilum, U'achers' wages, their 
education and specialized training were llu‘ most 
import. int characteristics that distinguish piu)r, 
medi(>cre, and g(HKl qUcUit\' centers. Phe stud\ ‘s lechni- 
cal Report, meant as a reference work for pu^fessionals 
in the lit'ld of tMrlv childliood cducatioii, eamiunisls, 
and resec\rchers, describes study i^bjectivc's and research 
questions, (lifers descriptixe com pari si uis of the centers, 
analyzes results, and presents major findings and rec- 
ommendations; 1(10 tables are included. 

Two Generation Programs for Families in Poverty: A 
New' Intervention Strategy (1995)-Sheila Smith. lAiitor 
(.Ablex Publishing C'orperalion. 3^^ C hestnut Street. \or- 
wooil. New |er'^ev 07M8) S24.30. 

This \ olume, part of the Advances in Applied Develop- 
mental Pswhologv series, is designed to prox ide a com- 
prehensive understanding of a two-generation interven- 
tion stralegx', an ap; roach that integrates two kinds of 
family supports: 1) self-sufficiency serx’ices designed to 
improve the parent's education level, vocational skills, 
and employment status; and 2) child development ser- 
vices that may include preventive health care, parenting 
education, and high quality child care or early child- 
hood education. Chapters examine the theory underly- 
ing this approach, the challenge and opportunities prac- 
titioners face in attempting to implement two-genera- 
tion programs, and the complexity and importance of 
research lliat can determine the effect ix’eness of specific 
models. Contributors include, among others, Bvron 
Egeland, Sarah M. Greene, Robert Halporn, Toby Herr, 
Wade F. Morn, Faith Lamb Parker, Chava Piotrkowski, 
jane Quint, CVaig T Ramey, Sharon Landesman Ramey, 
(jloria G. Rodriguez, Sheila Smith, and Martha Zaslow. 

Preparing Collaborative Leaders: A Facilitator's Guide 
(1994)-VVendv Ru^selI (The Institute for Fducational Leader- 
ship, Inc., 1001 Connecticut Avenue, N.W., Suite 310, Wash- 
ington, D C. 20036) $93.00. 

This guide is designed to offer support for the training 
and dexvlopment of leaders who are open to thinking 
about and solx’ing problems in new and collaborative 
wavs. Activities and exercises in the Guide are designed 
to tap participants' prior knowledge first, then chal- 
lenge (and perhaps replace) their views and operating 
assumptions. It encourages participants to examine 
opportunities for change within their own organization. 
Fifteen units are designed to: 1) draw on each partici- 
pant's work experience; 2) engage learners through a 
variety of training approaches; 3) build on group 
process and team development skills; and 4) use current 
research and resources on collaboration and leadership. 
Assuming a 12-month program to train collaboratix'e 
leaders, the guide outlines meetings in three phases, 
"getting together," "mastering the essentials," and 
"building change" (with a specific collaboratix'e effort in 
mind.) 

39 
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Videotapes 



Caring for Premature Babies (1994). PriHiiuod In 
r.\»). WTl- Productions «ind (.iistributed by b'ilms tor the 
1 Iim\«initii*s Stieiues, PC^ l^o\ 20^3, IViiuottm, \1 itS'^43« 
2tH3. tel- S00/2=^7-=^12n. 30 min. SI 49. 

In a mnvs report format, this \'idec^ expU^res the risks ft^r 
pre-term labor, the pi^ssible steps t(^ postpone it, and the 
problems of the premature infant. Foremost amemg the 
infant's problems are uiiLierdeveloped lungs, but pre- 
mcJturitv affects all biniv systems and puts the infant at 
risk for learning tiisabilities, cerebral palsy, and e\e and 
ear impairment. The program covers some of the tools 
now available !o save voung li\'es — tools that can also 
cause damage. Some of the ethical issues in\ (il\ed in 
helping \'erv low birth-weight babies to sun i\*e are dis- 
cussed. 

YEAR ONE (1993). Produced at I'he C'teorge Washington 
Universitv and disiributt'd bv Learner Managed Designs, VO 
ILa 1 awronce, KS bh04('>, tel: (913) H42-90<SS. 

The YEAR ONI: materials were designed as a resource 
for health and education professionals to help them pro- 
\ ide an effective and responsive continuum of care for 
infants with special needs and their families. Each mod- 
ule contains a v ideotape and a resource guide. 

J'lic Ftwiihi l’.\pcric}ht\ 45 min. S249. This tape, in two 
parts, documents the emotional experiences of families 
whose infants are at risk for developmental disabilities 
due to premat uri tv (^r other conditions* Part I addresses 
the experiences of families from pregnancy through 
birth and earl\' memths of life and the decisions facing 
them when their infant requires a lengthy hospitaliza- 
tion. The role of professionals in assisting families with 
their decisiems is examined. Part 11 looks at hospital 
practices that support families in taking over the care of 
their infants and integrating them into their family life. 

The Ncontiltil T.Xjhricncc. 45 min. $249. Designed to be 
used in preserv'ice or inservice training of service 
providers in community-based early intervention pro- 
grams, this two-part video illustrates the major medical 
complications of infants who are premature or at risk for 
developmental disabilities. Topics include NICU termi- 
nology; systemic conditions such as jaundice, respira- 
tory conditions, cardiac conditions, and central nervous 
system concerns; deficits of vision and hearing;and pos- 
sible complications assc^iated with feeding and growth. 

The Ciwmitniify Experience, 30 min. $198. When an infant 
born prematurely or at risk for disabilities is medically 
stable and ready for hospital discharge, the need for 
ongoing services remains. This video presents informa- 
tion on developmental outcome.s, assessments and cemv 
munitv resources that will enable pediatricians or care- 



giwrs io ctumsel pau nts and make' infennu'd and 
appropriate referrals. Interviews with physicians, thera- 
pists, developmental specialists, educaticonal preofession- 
als and parents are featuret.i. 

The NICU and Pediatric Video Series (1990). PriKluiod 
b\ ludilh 1. l\irkorni, Ph.P. «\t the ( ieorgeto\vi\ L'novrsity 
Ch\k\ Oevekvpmenl (. enter and the C le*orgett>wn L niversity 
Division of Neonattdogv anti distributtxl l*y I'ldyiru rph I'ilms. 
llSS(»uth ‘street, Bt^^ttM), MA02111. tel:S()0.'.370-.'^43(». 

'i'hese videt^s translate reseaixh tm deveU^pmenl o\ hos- 
pitalized preemies, infants and tdder children intt^ spe- 
cific wa\'s promtUing ennHicuial and physical health. 
Study guides, biblitigraphit's aiui pre/ptwt tests are 
includ ed. 

The \iCU Video Scries includes the foUounn^^: 

Jhreniie nevelopnieut: An Overrieu'. 14 min. $175. Pro- 
vidt'S a comprehensiv e rev it' w td the general sequence 
of preemie development - early preemie, developing 
preemie and older preemie. The v aritms stages of pre- 
emie development are outlined including the behav- 
iciral states, physiologic and motor responses and atten- 
tional reactions of preemies. 

The Preeniie mui the NlCll Tnvi}V}n}ient . Ki min. SI 75. 
Explains the v'ariety of wavs in which prt'emies react to 
stress and illustrates typical self-comforting behaviors. 
Alsti described are wavs in which staff can reduce exces- 
sive stimulation that all too frequently occurs in the 
NilCL; and how they can help facilitate a preemie' s self- 
comforting. 

Posituniiii^ mid Handlin^<^ the tli^<^h Risk Infmit. 15 min. 
$175. Explains the importance of proper positioning and 
handling and illustrates how positioning and handling 
can be used to normalize a preemie's muscle tone and 
movement patterns. 

77/c (7n)n7;/y Preemie. 12 min. $175. As the preemie 
responds to care and develops in the NICU, ways of 
promoting sleep, encouraging alert times, reducing 
fussiness and facilitating feeding in the growing pre- 
emie are both explained and demonstrated. 

Helpin;^ Tmnilies in the Specud Cmr Nursery. 14 min. $175. 
Reassuring parents and encouraging their involv’ement 
in the care of their infant is an important part of a NICU 
nurse's role. This \4dco instructs nurses how tc> identify 
parent's feelings and coping strategies and Wtiys in 
which staff can help parents to adjust to the NICU expe- 
rience. 

Parenting the Acutely III Infant. 14 min. $175. This video 
is intended tor showing to parents whose infants have 
recently been admitted to the NICU as a way of facili- 
tating their adjustment to this potentially frightening 
environment. Explaining what happens in the NICU 
(ind presenting common feelings helps parents to better 
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understand and eare for their infant's needs. Parents are 
eneouraged to beeoine ac ti\ ely inv(dved in their infant's 
eare. 

Piiicnhu;^ ///(• ( ihri'mir. min. Alter pareiits 

ha\ e itdjiisted to the (Mu ironment ot eat(‘ ii\ the X’lC'U 
the\' need U> he prepared lor plavinv; a nioix* aeti\ e role 
in the pr(‘paration lor lakiiyi; their inlanl home. This 
\ ideo j;i\*es parents an o\er\ ie\\ of prt^emie de\elop- 
nient and eneoiira^i;es tlu‘m to handle and interaet with 
tlieir hospitalized infant, better ['>reparing llu‘m tor dis- 
eha 

The Pediatric Video Serial includes the following: 

Pnnnohn*^ ihe Pei'elopnirnl i)f InUnils leilh Priilou^nl I lo> 
p!lidr:ahOfi. 13 min. SI 7^. A \ ariet\' of wavs lor promot- 
ing; an inianl's development during a stav in the Pedi- 
atric Unit is presented — pP^', adjusting routines to suit 
the needs of the eliild, the use (^f proper positionini; and 
handling techniques, and in\'cd\ ing the farnih' in day-to 
-dav eare. 

Helping l-iunilies of hifiwfs icilh Prohni^cd I io^pihdizntion. 
il min. SI 73. .Nursing stall plavs an important role in 
facilitating the adjustment of a family to an infant's hos- 
pitalization This program teaches wavs in which staff 
can pi’omote successful parent-infant interaction during 
hospitalization in the pediatric unit and nursing strate- 
gies tor optimizing a fa mil\''s adjustment in preparation 
for the infant's discharge. 

Parenlith^ the hifmil udlli Prohni^iCii I lo^pifnlization. 12 min. 
SI 7.^. 1'his \'ideo is intended tor slunving to parents 
whose infants will be hospitalized for a proliMiged 
period. t(^ help them adjust and t(^ play a more positive 
n)le. It helps parents to cope with the stress of having an 
infant in the pediatric unit, explains how they can 
become more activelv iiu’olved with their hospitalized 
child, and (Tiers them ad\ice fc^r helping siblings, 
grandparents and lUher close relatives deal with their 
own teelings. 

Introduction to the NICU and Caring for Your NICU 
Baby IVoduced bv Kathleen McC luskt‘y-I\uvcetl, 

Pii.n and Marion O'Brien, Ph.I). at the Kansas ilarly Child- 
hood Research Institute, The Universitv tU Kansas, Lawrence 
and distributed by Paul 1 1. Brookes Publishing C'o., P.O. Bo\ 
10U24, Baltimore, MO 2l2S5-U)b24, tel: H00/6.^S-377.S. 

Introduction to the NICU. 1 3 min. Parent Notebook and 
Professional Manual included, $43. DeveU^ped to help 
parents cope with the stress of having a baby in the 
NICU, this video introduces parents to the sights and 
sounds of the NICU and problems common io NICU 
inftinls. Techniques and equipment used to counteract 
these problems are demonstrated, and the various peo- 
ple who staff the NIC'U are introduced. Phe importanev 
of parents being involved in their babies care is dis- 
cussed, and basic techniques for safely touching, hold- 
ing and repositioning their baby are described. Tech- 



niques for obtaining intc^rmation tc^ support caregiving 
is offered. 

C'</r/i/y /(>r NICU Babv. 1 7 min. ITirent NcUebook 
tuid Pri4(‘ssional Mam.hd includixl. S PL When parents 
arc‘ familiar with the .NICU th(‘\' can bc‘gin to master 
skills (‘sscMifial tc^ nurturing tlu'h- babv. Techniciuc's tor 
feeding, bathing and taking a babv's tcanperature are 
d(‘imnistrated. Differences in de\'elopnu‘nt between 
pre-term and full-term babies are described, and cues 
that may signal illness are identified. The tape informs 
ptuents and gi\ (‘s them th(‘ i^pportimit\^ t(^ witness l\isi( 
car(‘ techniqiu‘s that can prepare them to care lor their 
infant at home. 

High-Risk Babies Produ<.ed bv I )artnunilh-l litch- 

cock Medical C'enter aiul disiril'uited bv l ilms tor the I luman- 
ities & Sciences, PC) Bo\ 20^1, Priiui'toii, \I 08^43-2033. tel: 
SOO/237-312h. 30 min. 

Phis program examines the causes (0 babies born at 
risk — those born prematurelv and those whe^ ha\ e cHher 
medical problems requirin.g a stav in th.e NICU. I'he 
tape looks at ways that premature delivery can be pre- 
vented, though a large percentage of such births is unex- 
plained- The program also follows several families 
through the ordeal of prcMUiiture delix'ery and the jour- 
ney to home. 

Preemies: The Untold Tragedy (1^93). Produced by 
Christopher School and distributed bv Films for llie I iumani- 
lies & Sciences, PO Box 2033. Princeton, N| 08343-2033, 
tel:800/237-3l26. 33 min. S14^r 

Phis documentarv folUnvs the storv ot babies who sur- 
vived premature birth, making the case that outcomes 
lor "miracle babies" are stddom miraculous. Many of 
the medicines and techniques used in neonatal units are 
still classified as experimental, though parents Ivpically 
do not know that, Manv surviv()rs suffer lifelong health 
problems emd can grow up with S(‘\ ere disabling condi- 
tions. The tape calls for long-term follow-up of sur- 
\ ivors and for emphasis on preventatiw medicine. 
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Conference call 






September, 1995 

September 14-18: 1 he Soci(.*l\' Hi'lun ionil l\\lititiies 
will hold its l.llh annual meeting aiul CMl' workslu'ps 
Si'pleniber 14-18 in Philadelphia, PA. Kathryn 1!. 
Barnard and James Perrin will present a hall-day win k- 
shopon/lKo lo iiiKM's Diagnostic C'lassilieation: 0- 
^ and DSM“PrimtU‘V C are on StUurday, Sept(.*mbt.M‘ Uv 
C ontact \oreen M. Spota, SBP Administrative Directt)r, 
Station Pane, Philadelphia, PA PM1S-2^)>C tel: (2n) 
24S-MlhS. 

September 20-22: 'Hie C alifornia Departnu*nt ol De\'el- 
opmental Services will sponsor a Cio\ (.‘rnor's C\mt(.*r- 
ence. Partners in Prevention 111, in San Dieji;o, C'alilor- 
nia. Jack P. Shonkoff will gi\ e a special address, "'Pro- 
nKiting C hild Competence: The Science ot Harly Intei - 
vention Programs." Contact the Department ot De\el- 
opmental Services, 1600 0th Street, Sacramento, C'A, tc*!: 
(Olh) 6S4-277.2. 

September 20-22: The National Asscieiation ot Chil- 
dren's Hospitals and Related Institutions will hold its 
annual meeting in Milwaukee, Wisconsin, with the 
theme "Value vs. Values, Mission vs. Margin." Speakers 
will include Laurence O'Connell, Irwin Rubin, and 
Amitai Ht/ioni. Call Helen McBride, NACHRl director 
of education, at (703) 684-1355. 

September 28-30: The National Black C'hild Develop- 
ment Institute will hold its Twentv -fifth Anniversary 
Annual C'onference, "Renewing the Spirit of Excel- 
lence," in Washington, D.C\ C'ontact Vicki Pinkston, 
NBC'Dl, 1023 15th Street, N.W., Suite (lOO, Washington, 
D.C., 20005, tel: (202) 387-1281 or 1-800-556-2234. 

September 28-October 1: I'he Assendation tor Pre- and 
Perinatal Psychology and Health will hold its 7th Inter 



natitmal Congress in San I'l-aiuisctv Ctilitornia on llu* 
theme, "Birth and \T4eiu\*: Tin* Socic'tal Impail." 
Speakeis will include*, anumg t>thers, Marshtill Kl<uis, 
l.kn'd deMause, and Michael TR>ut. Contact APPAll, 
5^-^0 Ste\*enstm A\ enue, .Ak*\andria, \‘A 22'^04-330t). 

October, 1995 

October 13-15: 1 UmUIu' Motlu'is, I IcMltlw Babies C oah- 
tion will Indd its bicMinial educatiimal conlerence in 
lv)sslvn. V irginia (tuitside VVashingtc n, IX ) tm the 
theme, "PriuinUing PrcMitital C'are: Strengthening Link- 
age's and Empowering C ommunities." A national tt^rum 
for communit\' perinatal iHitix'ach workers will be held 
October 1M2. Contact IIMHB, 4(N 12th Street, S.W., 
Washingtin^,, D.C. 20024. tel: (202) 863-2552; fax: (202) 
484-5107. 

October 20: The C'alifornia Infant IVvelopment Insti- 
tute will sponsor a one-dav seminar in Los Angeles by 
Stanle\' Turecki, who will discuss "Temperament Issues 
in Toddlers and I’reschoolers. " Call (213) 85 1 -6 1 22. 

November, 1995 

November 1-5: The Division for Early Childhood ot the 
Council for Exceptional Children will hold its 11th 
annual international conferenceon children with special 
needs in Orlando, Florida, with the theme, "Broadening 
Realities: Valuing Di\ersitv." Valora Washington and 
Beth Harrv will delix er plenary addresses. I'or informa- 
tion, write [o DEX" Conference, 3 Church Circle, Suite 
1^4, Annapolis, MD 21401. 

November 17-19: The National Perinatal Association 
will hold its annual clinical conference and exposition in 
Washington, D.C. Contact Contemporary L'orums Con- 
ference Management at (510) 828-7100, xO, or NPA at 
(813) 971-1008. 



ERIC 




BEST COPY'AVAILABl 




ATopicnl Indf \ to X’oliinu' oi 

/.cm /(> I'lmr 

I his iiutf\ groups bv u»pK‘ tlu- .irtu U-s .nut 
r<*\k*usi»| piiblu.Uions a \ u \ vuli-tit.iprs th.u 
h.iv<‘ .ipp<MU‘(t in fi ! uy \ vou \ 

\umisi s<.‘p(cmlu“r, ihri>ii>;h ju:u- UiK, 

W hen .in Item is lisU-it .is wwcw «-t 
this me.ins thnt .1 bnei summ.irv ut the |niblh .1 
turn (»i V kli'O .ipjHMis III llie /«' / 'I'l'i' null 
t.iletl I lu* sjH\ i.i) tik'nk's lor tMi h issue ol \'u! 
link* 1"^ luive been .is tollows 



Child care 

C lum;. 1 1 \ ti j I 

‘ i/.ki 1; • ■<*. ; « j.b;. ■ n ..f; : .1.. ' 

'•./ 1 I /]*. ..r. p ;./ ’ 

. .. ; . 's . I i • N.,. ! -.j .. • 

t h II.;*, 1 1 \ \wlh 1 'nli-ti » I 

‘I'l i',".p.‘Js .<•;./ 's 

\... ! . s.- n. 1 N... 5 |. : . 

C i»si t>»i,ili!v tV ( )iit. <mii‘ Stiulv Ir.im 

I'. 'f /j., .Hi./ • /ii/.f‘ .'ll.', .mil ' lu I /ii.>.i i*. . •' 

!<r 

I . N.. *. I;, J.Jv ! .* 1 . ;. 

M.u k' IniiTiMiiun.il. Iiu 

. Ill • '.< . - 

/v.- 

\. . ’ N ■ M.i. }. k- 

r.'ik.c 

/•fi i,/i'. ii.'. , t'tK with .\kj, Jill .\pi>. ■.t".i/.'- 

I i i/y;. <«f ,'/li' . jf/lUT 

• '.'...'PI.; n.k l■''l■^ i> I 

l'tnj;r.m\ l.>r Ini.int ■ hkliilfr C .iny,i\ers 

/ • . i.'.'l.i/ I ‘."JPI. . fh'PI' /l U kn/'' /i* I uiiUKiih 'i P;'-." . 

. I'ji/,/ - . i./. ii 

\-.l I . N.. ■ t P. ■ N... I‘P*I l ]i 

KtHill-.ll i'l.-s-, 

l\i- jII !'■ t'>\' Mji/.'j. i.//i.'.i / 1 /;././ ..Pi- f! ;< ."^' 

Kr. . ■ 

« I. 1 N... P'-M 1. .''P 

Kiisfutli.il, Mk 

,\'i .. .'/.\p. ,tl .i/Ti.'!i. h /.■ '/ji- '/ii./i» . h;l.i . .pi. / .<■"■ .'i/ 

./.;]/ .p- i'f l-i.h'! /\i-.-/i-.i <if 

f.j ; ! I . Ml li-p I |. -.. 

Development 

hcliitn.iii Kl < I ti I 

...1 t . \ *. ( iM. 1 ii* ’ rr, |. ; ■ 

I \m Inii 'Mill i Ilk lu (>t k \Kh}ii .iI ( i-nlt 1 

/\.-.i.-,< 

...I ! . • I .... I..', W'l I (. ! ■ 

ll.nl. K.'\. li.ii iU tI . S .nui k h.iu'l.i. I khIs j 

/ ii;-i»i";'f/i ifk I'rlh wj./ Hi^.ni. 1/ . .'f 

V..I I . 's.i . \|.' M.u PI'I". |l {■! 

I em.in. *s 

.•\//i<piiii\ !i> I'/.v '!-/icN (PI./ //ip- i/.'KMv’ ' \/'/'p.',i. ' 

fh'.'M ./»ini«- iH.'ei i'ic'i/ f/ii-M/’i/ 

\..l I . Nm I -Vii; S,.|.I fCM [. .'i» 

Murphv. I.h 
//I'/i/im/ /Jim/'ii.v’ 

Si/oifpii: //ii- /'•'< -i/’WWii's i>/ /,p« ('»ij.i/pi>pf 

V..I I . N.. 1 \m*. s,.|,i I ■i'll |. .' 

(Ii.itl.nv Ml*. Dt’X'os. I.. I e\v. |. .nul NUk links k. M 

/>i' /m/'i/ pi.i/iiMi//i/ /I'lii/ tin- Ifjl Uyl * 

/vrsCiJk /i iMJ //i<- .iM/iMHM /ri(S ,1/ iHi>.*i'Pii Pil ;i,i'/,-pms ;p! 
Mi'«( 7 ’ilf II" .Pli/ Pi/.lM/'' 

\..l I . I \i|.- I I II ■!! 

Il.ilr II 

.Vt'Hii.i/ ./(•.•« /.»/»in«-n/ i’» .i’li/kiPk* p’ I*' .-f./i -.* 

\.il I . N.. I \PH*. s.-pi I'l'U |. n 
klom, IN .nui Wunln-. S 

.\ 1 .'i/ii//«-./ /liPmiiy, ./<-ei-/«i/>Hjfif/.i/ h-irl mui ni./fpj./ip.i/ 



Aii)»ust/Seplemb<'r, 

1 Miu I' inov rinent .nul i-vpii*s-.i \ r .pi i . 1 li.-i ip\ u ii ii 
\ .1 V V nui)^ I. Inkiii-n 
0( lohor/Novembpr, l‘kl4 

iv .. ii;i- I 1 . p-.N . uIUim! <!.1I.-pi * 

l)p( t'miu'r, 10S4/)4iniuirv. P/'n 
1 .im .Uini; niui suppeiiiiii*. lln- ipi.mi i.nniK v..''!- 

t i*hru.ir\/M.ir(,h, 177'> 

1 Imu.il resp. Hist-. Ill mi.mls .nui i.inn!i.-s 

Af>ril/.May, 

liH.int l.iiniK \u*i k m -«in.ill k * 1 .% iis . 111 , I mi .li .lu-.i-. 

)iiiu'/)uly, 19‘r> 

t h.nii;es m iUH.»..it.'il inti‘nsi\ i - 1 .m* mins 

‘ *i 

./l'■|•'*■l!. ti/t.-./r-' i.'f :-,i.'/. "I .Pl.t 

fi. I . Si, ; .i.H i-'*'-! I. 

/ 1 ,‘Ulin. *s ,iikI Willi.misen, ( ,t . 

t ‘i-ppi ;fi I/I 'll '.’v; i7ii/i/ii ii /./•/;. i 

|■|;.'ll^p/. i- .ii/i/p/.’-v /'p'.’i.ii‘!i" .i'.‘.i 'i/ir 'i I K ' . ‘ 

\. 1 . ' V.i; s. |.i M < ! .■ ■ 

Disabilities 

Hl.uk I M 

/ill' iPifi i-ici-(/"iifv t»f '/.-ii'. I's I,., y;,'..?/ l/l/•.fll^;. ". . 1';..' 

;»'!/i ij/ » ppj//ii / 

ti'l 1 ■' N.p ■! Ii*b ■ M.P' l■l■'■i |. 

Cpeerv;e W.ishinj;ton L'nn t-rsitv 

W .-\K ONI' Rr.'ii'irot rnUr 

Viil I » Ni> (1 lu/K- Iiil\ l‘'-' ■ » ' 

kVMara. B 

/',/(/i.'r.n/s /iP iii./c;jrPh/i Pit .■ ( b ji ji " j .mj./ p'j- 5 . 

N^,i//-« fi'p vi'iii ipi/piii/ tiiui .'pii/.//ri /\i-: i«-.;- 1'* 

■» 111 I . Nip 1 ■\u'A ■ S|.||| I '"P.l 1 1 

S lUH^l. S 

/'pivniii-s T/ii* i/pj/i>/i/ /r.i\'ii/i/ /<i-,“ji'.i- .' l/ii’ 

\||| I I \|P (1 luiH* ' Iipl\ I'l'l I jP -M 

/piliin. S .nui Willi.nnsen. k.Cl 

Hi i/p'jiPi_\; 1 /;i/i//i-ii / .p/v .'u/rp^'p-u/ip'ii I - 
I'pi/jijiij «■ iji/i//pfj;r /'W mpiip ,ipi,/ ir--.i/ji PiM- «■? 

\<’l r> Ntp I \L!g si'ni i*P'u |i 

Families 

.■\ltM.luil C ireiip k'orper.ii len 

/ ijp/ij/i/ .-■Jip/i'Pii p' in .\p'i,-p J. ./ I l:r j’l'.tri :. p.'k*;r' 

/si-.'ii'a- of rii/i ip/rt/Pp' 

Viil I ■» Nip » Api M.i\ I'l'P . ii ,'JI 

Assiu'ialion et C'hiki f)rv plopiiu'nt S[Vi'i.ilisis ,nul tin- 
Rnlli I'f.ira- Fund Itir niej.i[H iiik k uinp.nnens 
*il'/iPi\,*-« IV// 1 / t/iP ihi'w //\7i/ 00 i lOttil , .HI :rr ./■* i/' .'ri/ ' 

\..l I '. Nn > ■\|)I M.|\ I'l P . 

Iri-ppson. I'S and TKom.is, 1 

/'n.m'h/i,i/ 11 // 11 S. /‘phih/iis .1' .l./.■.■M■I ' /vr-.'i.-.i 

\..l I'. Nil "i -Xjn M.|\ I*'"'. |. 

H.uki*. KO .nui Koll.nn n( , 

/ \;p/iip HJv; <iJpm/y 'I'/ti/Mip/'/ii/’-' i jk'' I'lkrp m\ 1 ,./ ."i.'rx.'- 
/\ei'ii'.'<- 1'/ 

Viil I S Nil ( Kl Nip\ I'P'P I |> 

latnm. ), S, Bovti I'rtniklin. \ ,nui 1 U'l /oj;. 1 H 

. \ /iHHH' /PH.Ml/ fmnilu ‘JV'/i'pH'* H/'/'PiVIi .'n //l!- /PiilJP'.VH.* ■’* 
.■\ini,iif /\»ii'ni/i»i /ri'Hpj_yi- /PiHi-'i.N i.'p:./ J/m' uphj/ii-' 

\..i r. Nu -I li'b 'M.ii I'P-p". |) II'. 

Health care 

Als, M .ind ( iilkiTStni. 1. 

/ k-:'i'/('/PHirHM//t/ M/|'/ptPi/ii-i- uHt' m /k. nri'PM.'.j/ Hj/riki. i- 
I'lHi' imif 

Si .1 1 1 Nip ( 1 . U/riP- • |ul\ I'l'P . |i I 

Hrowiu*, jV «ind SnntlvSIuirp. s 
I he t'i'/iutii/o {HiiMPr/nHn ip/ Hi/i-ikJ.-i* 1 «Ht 'Mh •'i-i Jf* 

\.|1 I '. .Nn (> Uiiic / tdU I'lT. |I IK 

lehnson, Bl i 

Wk'/'ihh Ju/<-pj‘;n'i ' uhc iiiii/n /'ihuiv' ^JHJl/l/ ii-./ 

I /limv.'!- HI /liPs/>J//l/s III riK-. //j|- ('«■/< 'I/M/ 

\..1 l . .Nil k lull ' luls I'P'I > |I 11 

loiu's, K, P«ivno, C, Hunt/, K ,nul Mi I .n l.ind, K 
I k'/ii'i'MHX /iri'mi/ii/ iHii/ /iiis/;PiH/iHH mHi' in in ml \V,i- 
bnjl .‘'/ii/i* 

\..l r. Si. S. A|)P ,'M.is I'P'IS |i l I 



H.u k Issue-. Ill /,-f,p p.i / /jii p- me .u iiilnble lor 

Sh e.uh hum 

/I IMP III iiiioi 2niHl Mth Street \ortii. 
S'.iite uStk .-Xi liiuHon. \ .\ 22201 2SiUi or bv 
t.illm>; l-.'<ntl .snn..j 'yU | 

^hij>pin>; aiul h.iiulliin^ i !ui;.;i's .ire 
’'i' lor orders iiiulei Sl0. 

N.J m) loi ordei s SHi-S'.) 

/ /ip fhnr reserves (he n>;Iu to suppK photo- 
tiij'k'so! Issue- no loni'er in prim (opk.il 
indeves ol \oliimes I -14 (September, l'».so 
hme }ii!v. lire .u .iil.il''le on rei)iiest 

kreps ( ,1 ,nui kinntn"(.i, 1 \ 

/ ''■ i‘ . .•HH.';t.i.’i..;'i.".- r»: “i:-!’}, .>!" . ..*. 

/\i‘. ii-..- 

!'\|i Wl'l I‘r<idn. II. -ks 
t !i " ‘"■i-",M.'3ii.' • /</ . .r . 

•*. 1 l..:-' I . ' ; 

I *► .vrni. II 

I ' ■ \/t (/ .;ii./ ;'i./.‘.i.‘' -. . ;./: .• -o - .'\i . . ' 

. N., I. !,.• . I...4 l * I . |. 

W'.iv M\' 

’• /.'/'I'li'i.'.i/ iii.'i-; . 1 1 .ip;./ fih'H 

ii'.r I'* 

. \.. 1 . it.u i‘i-i • e . 

be.-, n. I'»l'. Hiislu, .-Xanti 'i.\\\n. K.-\ '.t-vls ’ 

' *. * .’ 'M'i\- MH.;/ Hh-./iVi'ii i ';. ■■■■■ ' - ;■;./. .‘n, r;».'- 

K- . -. 

% - 1 . N.i . X].' \i 1 . '■■ ■ - ;• •' 

Mental health 

Bkuk. I.M 

I hi ."!.*i P.'iVfi.’'Hi\* t'/ 'ii-.'ii.'/'-i/. /.’.’/.'vJ. .1.' ..':/-';hj. .'i.*pi .in,! 

;'-i/. ';.'/< I / 1 iM|f/ji I 

■ ■ N.i l I rU M.ir I'l*; . p 

(. .miiui. I.'\ aiui S['tirloi k. I 

i i/.';i'i///u ./k'p i -.' I /; i/./iri. .hi./ .;./ '/i •*. 1 - -I--.— m.-ii/ 

.1 .HI,/ .'i,-,iP'i. pif /\i-. ;. ; ." 

N.. ■ : P-: \... 1"; J 

I l.u mi'll. K! 

I )}.. ,;ii.'-/;. /hh.’Ahiv* .i/ e:. ' "i. ';'.i/ ';.-.i/.'^ .i«-. .■/.■/'I'li'ii 

-'.I.' . I/-, 'Ii/i-'- HI HiM'l. 1/ .HI,/ i.H/I/ . .1 I. 'kill 

'*>' ;';'.Hi/ /iiim/i/ ;*J.*'r n. 'm/- 

. . * - N.. t I l.-i I M l I.,- ■ ■ I- ‘ 

I l.n ri-- I --lU'r. D 

1 .''Pi-.i,.'- »ii- j j'lif.'i";- 'm. /.-i'.'v M'*;i/ii- 

* • . \|.c M..-. Hi I i. ■ 

i.m. s HI' 

f /-I'l,: !h ,"PHI. l/7i - HiM'i; /'.n.-p/,' tui- ;.*M, i.lpi, 
r/.'j ..'»j.'i-\/ *,■' i/hi./'i '; . 1 .' U"‘ 

• . \ 11-1. M .. HI . . { 

Haul Ml 

I'' .‘•.v'.i/'iii.'.'. ii7.j/:,ii|‘./|p/' .1- ’.'inn.i'i - ••■:i . .'|•./^V''- 

\ , N.I 4 I.-!. Mil 

Hi'ik.k’ 

I hi-iiif'i !il:. :r,nk .Titit Atitnin 4111111 . .h; ' /"u/ii - 1/ 

'/.'/y i. iie;e/i*i/\*i' a/ //.v t iii/.'iii 
V..1 I ■* N.I .' I 111 N.i\ I'I'I.J 1 1 '■ 

‘sli-i n. ilN 

/ lie 'iii'//u i/ii' *.I i*i'ii-/i7/.J//i'ii 4 upikii*./ .-u-.e .*/ ;'iHi'pi/ 
I'i'.h;/ p-i/t /iP//ii-M/ii/ ■ Kr.-trn’ ot 
\i.| I ■. Ni, » .\|ip M i\ I 'I' IS I* .'*1 

WiMtherstoii. I >1 
s/i(- ,/i'r^ /piv nil-. (/h<--ii I -'In - '' 

V..' I . Nil 4 I I li M.pi I'l'I . p I, 

Multicultural issues 

Bright Hrodik'liotis 

/V;-i*i-i/v C'ki— Hiy //ip‘ /nil - ' /<i-.-Ji'.h .'i./i-.' 

\.|» I . \.l ‘ I. p \.n I'I'll |. IP 

C ahtorni.i Oepl. ot bdiicalion 

Ki iK /iHiy //j<' /iiim/j/ C id/iini/ iHiij/'i'/i iii I /hi p/"yiiHii- 

iiijt/ NTi'iPk; tho hinulu. Cultnhil « hiii/'<'Ii-Mo- Un s/<Hf 

Ki-i'Ji'.r ( 1 / 7’ii/t'H- 

\.,l I X Nil no < Nn\ p .'/I 



o 

ERIC 



42 Iimo/Iuly Zero to Three 



BEST COPY AVAILABLE 



'IS 



i ,\i\ini' lA .iiui spiirlcu k, | 

I .liiliht u wi/J .i.U't . ‘H 

itf/il .'ll- iliin nf • /\iVi*-.4- 

\..l J . No N IV I '1*1 ; f • ■ 

‘ h.ni\; 1 1\ > 

i .1. .f 

. I 'i'l/ !■/ I ill I'l/ I <l'|- .ll.-.l (-i/ll, /\i I-- 

• ( ) I N IV IM'I I ,1 

( lun^. I !\ \\ ith I'ululii I ) 

I ii/ii . 1 / . , 
fi'i i/i; / 

1 . V, I I, t Nil* l■l•M ‘ 

I li.uirs IX .iiul \\ 

i '/fif A/'/'i.ij. f.i I V J. 

’•I, ;i 'I'l',; /\(-. ii 1 *? 

. - 1 I N.. • N..» ! ••• 1 I 

l i Ml* 

‘'.'ii.JI/MIV :ht' •'iMJ/ -I'l./ . III. '.'i. MM/ ,i, I i;' i ' 

Ih'-rJni, .7ii/./r(-ii m; {hr lhni,\i s'. 

V I . N.. .* I I. I N i. !•' M : 

Kit-p". (.il viiul kiiDiinotii l-\ 

/ “i-i. . I'lijMiKii;, .iii.M.t Mj III I. 1 1 '.ij ‘.•i-.;//-: . 

1 1* 

\ : 1 \i. 1 M.r. 1 .M . |. ••• 

\m;i'iu. IK 

1 I,'-" V hllHi.fl s/j<i/li-s .’f ( hlLf ./i’iV/.VM"i / 
il|/i/lt.if/(lll-' UU 1 /l.i.'li l./l.‘. 

-..li 1 I No J I t N.-V l"o lei 

IVlk. (■ 

//i.-iiiprii/n ..-il/i .Ai'i. ri, . 11 ; 'i/miii/C' 

I KimX Ai|(|;i- IrJyr I'f {lit 1 nl{uir 

\iil 1 '1 Nil J ( )i t Nov JMM I . 

Polk, t 

/’•'i/v/;ii//i('iif/'V III •>/Vii<ii i7f//iiiii/ tiMi'i’U-' 

\ol I 1 . No J. ( l( 1 Nov * 'M J || J ’ 

IVo^r.uu \or liif.nu liulvlIrrC 

/'•'M I//I/W c't'm/.v/ii>i/'>. It'll kt'U' /i' t ii/f.'iM//ii ■'rii-'i/i;-: 

rhihl .ifii- ^ Ri'i'ii'if t>{ :'i,lt\t 

\nl l '> No J ( )i t Nos 1‘l l.j 1 1 

Ki'vIli'tU Pri'ss 

l\V till l'(7(iiiv' MiW/ii fi/iiii.i/ 1 liil-l . iiii' !h.i{ .■. iM 

K(". -fiTr I'l 

1'. 'so J t>.l No\ I'lM.J 1 1 .-1 

^vnillnvc"! C onimimiv'.Uion Rv^inirw" 
f niiliii^^ {lie Mii/iJii((- iiiJi/ / i-'iri.' ,i‘;//i ! 

Rt'Viric ft ;n (/(•(>■' 

\.il 1 '» '',0 Oil Ni.v !‘io I |< '1 

Parenting 

I lUUily 1\'\ fU*pim*nl Rr'siuirti'''. Iiu 
s/mhAimv' lV/ 1 , 1 / /,' ,/i- m-'/iiii/ Kri'u .» o' . i./i-. 
r> No .1 loll M.i‘ I |i to 

|-UllUi1l\, 1. 

Vlll-'lllv: //||- /'^|■MIW/li^(■ !ll'.l/|l 

\..l I 1 No li |i:ni- |iil\ 1 I* ■ I 

NhisKk. )S 

K'uiiv'. /'till/ ififi/ /'^(•v'Mlln/ / ^ir p'lu /;i'/i\’i/ c' /i ciMv'' 

ll|(l//^(■^/^l>^^(/ ( Ki'i'MiM' 

\iil I'l No 1 \o\t *'i |il I'lOj |, : { 

•sti-.uis. MA 

/Viifiny {Ilf tit'vii (»ii/ ( 1 / //ii'm; { (Ii/«.mwi pii'ii-'/jiiii u.' ni 

AmmuJii fnniilu’s f Rivinr i*' 

\ol I I No Ajii • ^\.l\ Pi'l 1 1 1 

Professional resources 

C'.iliforni.i IX'pl nf Hd\iv-,itinn 

Ki-ifi /mi\’ tUf ltimil\i. Cf</Ji<n</ ({Mii/'(-/rni r N'l /ni'v'iimi-' 

iii;«/ -VrpNiy f/ir /iimi/i/ (.'i///i<hi/ 1 i>iii/'i’.'i-'ii r ' 1 " 

/\( ru'cr rii/<'(iN 

\ol I 'l So J[. ( M - So\ I'lM l |i 'It 

( 'l\iKirv’i\'s Dcfrnsi' Inimi 

the ol Attiniai '- 1 hildrrn. { liihhi’ii - / / iii.’i/ 

Yftithtifk f K(-(’inr ol 

\ol i'l So 4 loll M.m IM'I, 1 1 i.". 

1>i‘VVo(kIv. M 

MiiAmy ''I'n'^i' tfilfnil (iolltii-- A 'uiii/iii\' ,v'm./i' /•" 
sii( ml sfrvii'f ptvouirr^ I Rft'U’tr ol 

\ol I 1 No J Oil, Nov ri'l4 |) .'H 



\|i( io\ cm I .-\ ,md Miillci, I II > 

/ i'll iMi' 'li*> .'i*.' 'ill /'('iiJ,-' /vi./i'. 

\.il I 1 N-, N.r. I 

Professional roles and training 

Alii'.i mte PI 

/'o'lCi-'liMll/; . 1 - , ;,/h, 1 , .Il.n;-^'. v ■ n 

.i ,>',,-i. ,/if./ .’ - ■ 

; I . N . I V 

t i.iw liti'vl I ) .invl Ml II rl^. M 

.\i‘i'iiii/,i/ ii;o'.|ii^- Kt\ :t\i' 

\mI 1 \..v ! ' ' . 

I orcsl. 

Rii Kil . til lit M'■■' i'u.'i.m; M'l.-i'i y; 

\,t\ I ■. N ' . ‘ ' ' 

( ii tMm. .\ 

//i-iii/ s/,ii/ / ‘ ■ 

.h.!llf>h-. ! » . 'n;. 

1 , N. .1 J I J 'M - I • 

I l.iimon Ri 

/ \'.iv:'ii'-'/J. ^^;':^ll.\’ (Ml ni(’'il.4/ .oi.f .1 , , ■ /.■; "i 1 ; 

M/ ./i-'i'ii/i !•' ;i; iiiMi'i 1 / . 11 ;. I i-.i'/i / 1 -.1 

.\ , il|<- •'L'// Ml I'M./ilf ‘.Ollllu *M('<'i •'•'1. ";.(.' ■ 

M.i I ■ No ; ! *1 i i•|•* s I -■ :-' i i ‘ 

I l.ui'^'lcm !■ 

\f,(' Iii/C- IMli-'I/- 

■vii! I 1 Ni t lo. I I'i ! -•' < i' • ' 

I l\j>!;h'«on. I' 

/ iVll lli'lv’ /i\’(-//l;-f .-\ •' /'f i '/'i-i /.. 'i 

\.il I > No : 1 )o( Jmm.j }.,-i I'l-i . , 

U'ppMm. I'S 4iul riutm.i*'. 1 
/ ■'■'(•ii/m/ iiltii'-s I iiiii’lir-s (ji .h/ciiiMi K.'.-i. - of 

\oi l 1 So \|H N\iv 1’'*| I |; t" 

Klein. 1*^ .uu? Wu'der. s 

.\1m/i.'/(-W /(■.imiii!i^>. ,/, . ( /ii/iiik-iif.i/ li ,'il , 01 ,/ ii;.liriilniil 

i/i'fi l(•||^l■■' diiUV-' fill i*/i>t r.- |i.'.’iiii iiii.i ii, '.'(•' .■ i-i.-Ii.m; 

\,,l I I No l l)i-i I'l-M 1,(1’ I'I'I 1 |. Ml 

M.uIWUvI. II* 

/(if iiii/iit fiiwi iii//ii'/ci^ /*ii>v,’iiini /\c.7i-.i .7i/i-c 

\..l r. N( 4 lcl> Wii 1 |( t" 

\K Wilii.nn. I’) 

/(■ill /iiiiv: f.mii/i/ (l■ll/(■ll‘l/ •'kiH-> {!iioh\:k fi.i- ..im mii7/i,'i/ 
Hi'/iin 'ic(i 

\,.l 1 1 N.i ; ii.-i I’ci.} i.c i‘i(, [. ;. 

Mik\i". kt . IVnn. R ,inil \Vc.itluM''l(in. I > 
l',}|^llll•’l 

Viil ! 1 Nil i Dev 1'IM.I 1,,M |■(■1 1 , 

l*,uvl. Ill 

( )(| '!ll((7 .’I-'li’(| 

\..i ; . N.. i 1 ii-i iMo I I i‘i-( .1 1 

IvM^-clI. W 

/'((■/ (iiM I 'x; ( .’//(//'I’M/fn i’ /l .'l./(■l■' \ i.i. i/i' 

/\, :’it ;r (>f 

\,..l I . N” 1;. I1- l.ilv !•(■( > P IJ- * 

I'olk C 

/*-'pt /li(//|( i(J/'lMII ■'/((■( l*j. t n//u»i// I I'li/i W-' 

\i.‘ 1 1 N.’ Ml ■ Nov I’Mi.} ,1 1 / 

Sh.llUik. Rs 

//■'fUv: ll /(f/l(’'c'/ll/' /(' /i(lt/| li/(l/l('M'/ll/' 

//ic n-kh /■K'mi's-, lit ni/(- /i/iIUIMv' 

\,t\ 1 1 No I I >( 1 rri4 l.m I'I'I 1 |. |(1 

Stulinvc'.l C. omnuinu'.ilu.n Rcmhikcs 
I nii/fify {III' Ihilii'U (■ (iMi/ / i-'/i'n Ji'if/i /-Ji ■'/'t V / R(-i-icir 

1 ■||/(’(C' 

\ol 1 1 No Mil Nov I'M I 1' 

WuliimKon, C i( 1 

Ki'fli'i {iii\; I'll {lit' ill t i'{ fi'ih /liny 

\o! I'l No { Ilc( I'I'M ■ l.l”! I’l"'. |( II 

VVvly. nml Alloi\. | 

I (nl\/ iitlrircnlnni iiihl {hr Nk’ll lii'iil{li ;-it(/(-»i.»M,W Am 
!M f(T(/|s, J/l/lMiirV friMMIMy M|((i/(7 
\oI 1 >. No (» luMc l((lv I'J'M |i to 

Research 

l iiU ii'^su, Ml' 

S.'M</vniy fht’ fiiiil riiinlioiiiil i/(T(7i7'MicMf (*i flofitoii 

ihihlirn III llir Uinifil S/ii/(-> 

\ki\ is. So ^|(t; Sipi I'f'l.ji ,'4 

( iMltiin, Ml', IXA’os, In 1 cvv. I. nnil M(C Imtuv k. M 
/)(> />(f/uf /iM/s M(i/iir(i//if Ifihl mill Ihf It'K tool * 



/v(-xwii /i (".' fi.'i .l •(#MelM .'i/i - ('ll '•.,11, HI (li 

(.'<•, r/kM /!' ./»?.; MJM'Jf • 

vol I 1 N-. ’ S... I • .. ■ t 

\uj;cnl. IK 

i i(»» im/.'IiI./^ NmJ;-’ . /. ••' lirrii .1.', •'» 

','( 1 hni ..((.' 

N ' < ' ■ N-- ! !• • 

Roscntlul MK 

\m (-(('/I'-N. iP j;'/"i-/. .-' i ; .Cl- 

,/iM/ . (Ml :i: I I J.-/ /v. h'„ !’• 

Vol I 1 N 1 II.-. M,. ' ( 1 . 

Service approaches and programs 

I liirris l -.lu-r. I > 

( 1/1/ //?»(.;./' '.v,. • ..(.,7 •(•“./., • 

\iil l 1 N.. . So- \ttv : 

1 Inrvcx 

/ hMi(ii/;j. ,*’(*i.:i j’.iMrii \'i 1,'../ . »; 1 .i'.'- 

. 1 / 1 / 11 ( 1 ( 1 . /.- It thf M'ii;/i/ f((-,/.'(Mi >.(' .” •l:'.|l••■. II!.} • 

■,.il 1 1 N ■ V .. . 0 ; 1(0 J . I 

limes. R, r.i\ nc. (. . I'lii it/. K .unI \U 1 .11 1 . mil. K 

/ )( 7 /.'(*i JIN' I". (J, v'.'if /'(•■.'; (■'!(".' •'( • 

)i>rk .Sfi/.'c 

vol I '» N, ' \l>( 'vt O ‘••l‘<. 0 ‘1 

Kng.jn, *-'1 iiiul \\cK->h(i\iid R icvK 1 

/'i<//my '.ji'm/ii -' fM-*.' .\imc/. , 1 ' '.ini(/i/ ’-•.ri'i".’ "j.-.-. ” • 

,nhl (hr I h.illf'ix'f (•' ( h.o:i‘t‘ Kt'.'ir.r 

vol 1 I No I I , h Ml. lo'i . J. 

Km/;. C 

//»■/!( •((/'/( (" Ki./s /'/.f.r I'o-iJfiMC dill/ iM,M';/,/iiiiiiv . 
(im/iri’/ici:-./i (' •'(■l.■•l^ i -' fe'i im'mUv: i hiU't 'i .c;,/ f/.VM 
lfmil/l(-< I'l •'Mm// I j. ', 1 / . rMUMI'olf/h ' 

\ui 1 N.. 1 \oi M.IV |•(•|•l || lo 

l.uniiUi. 

.'l//iiiiii;y f(' thf '(’.'ic' iiM./ thf ;^c:((i\' . hiU \f'f’ii>.h 

/Idlll i/dlh (■ M/i*. i M.'|-'lf //ft•■.//'^/ 

\o| 1 s N.i I \i(.; -»! I’l ■ 

Smith. S (l-.vl ) 

/im yi'Mi’M/liM.' /'IcyiiKd- l|M lilIMl/li--. Ill ‘h’. i /lw 'I.-. 
lll/(■r('(■M/l('lI •'/M/( yi/ /v('.- i(-.i- i’l 
\nl 1 S. Nil 1 . luiii KjIv I'C 1 |1 ill 

r.Uum. j. M(W'lv. S. ho\ il •[ ranklin \ nul llci/i*i; I I’ 

A /l(llfl(■ 7 'il•'(’l/ '(MMi/p •'l/'f^•.•ll•' ci;‘/'i.U( h io ihi' {ifiOoiu ■' 
Vrudii . \iiic' ii .Ml /( ( (:iici /'(Ml Ilf' iIiImM/icm IiMiii/ii'- 
\ol I i N-. I (.ii \VC I'cr. |1 I.’i 

I'ortor.N S 

/<»iM HIM (/ii'ii 1 I hr i(iii./ii(- iiii';viiii-Mf •'fl/,^■ ef (-.i. h oo f’ 

iiiiil /iii/i//( i iiMi iiirif(- ( I'Hiiiiiiiiii iif/.'ii i-'u’'i -'-'i''ii .I'l./ 
lllflTMc-llfliM: 

\ul 1 » No 1 \.(V ‘..•pi l*r( I 1 

Wiuhtcl. 1-1 

/M’d'lliy f li'l(/’/(-./ 1 /.l/.fl. H ipl.i f/li /l 'il'Hl/.i-' /\|-. IC.. . ‘ 

\oI I 1 No \ 1 .1. M li 1 W( 

\Vind'.(»r. s\| 

I lk> III f/ic l.'il,/ t/lliV' Ml ,'/lC '('I/I'I / 
llUllll ! fiMMl/l/ ,t'Olk III 'IC.If iMCil- 
\nl 1 '1 N i '. \pi \\ (V 1 '*< . |» 

Social policy 

Mliinkcnluirn, I ) 

/ ll//l(■l7l■■'•' .•\llfl*ll( (I C ("|l'i’'lflHV.’ "Id IllP'f l(i\:<Mf 'I'll-./ 

/(|||/(/l■ll 1 ■ /^I'Micm ((f 

\ol 1 I. No 4 ld( M.il I* tJ. 

Iiuobs. I’ll .md n.ivii’s MW 

Mi'ic //.'(III Ai»/iiy Iw/'iC'* C Id n il/ tliil.l iitiil hoitili/ jwlii 1/ 
III till' Lliiilnl .Sfii/i’s Kri-i(*.r o! 

SnI IS. No 4 Ii-Ij ' W.m PI'li. p m 

Kii/'tin, SI., C lolfin, S( i. ( iphib, S.-\. ,ind I'l lU himl. 1 
/(i(MMi(/ >l/^/(^*M/( rflt'iiii. .S(-iri( (• m/cyM/ii"i fill iKHdiy 
i /iiMrcif iiiiil Ihfir /ijiMf/fi*-' ; Kroinr ol 

\nl Iv .So A|||/M.IV t’l'l'i p Id 

Kiinu'rm.in. Sll iU\d Knhn. A I 

A lorlroiiif ft*r firry rlnld Cmr. (’(/i((d/i('M >oul Uiiitilw " 
Uf'fh'it fi'i IM/lJM/^ (di(/ IOiliHrr-> III I uh'i'r Krrir-f o' 

\..l 1 No I ^ll^: ■ Sop' I'I’M p *. • 

Quint. ]C (iml Mu'.iik, |s 
I li'cs of I'loniisf, /ii'iN (if /Idlll 
>((|iiiy iiiiilliffs iiflrr iirw tlifitht Krrir.rof 
Sol I S. No I \tn\ ' SepI I'I'M p 1 '. 



BEST COPY AVAILABLE 4 4 



Zero to Three Jiiiu'/July l^N'i 43 




ZERO TO THREE 

is published 6 times per year. Subscriptions cost $37 per year, $69 for 2 years and $99 for 3 years. 
Subscribers may order additional copies of Zero to Three for distribution to staff or students at a rate 
of $20/auxiliary subscription/year. Zero to Three's federal ID# is 52-1105189. 

Telephone orders may be placed by calling 1-800-899-4301. 



I would like to subscribe to Zero to Three for 
1 year ($37) 2 years ($69) 3 years ($99) 

In addition to my subscription, I would like to order 

auxiliary subscriptions at $20 each per year. 

I understand all copies will be mailed to me. 

Please send me a complete ZERO TO THREE 
publications catalog. 

In addition to my subscription. 

I would like to contribute to support the 

work of ZERO TO three/ National Center for Clinical 
Infant Programs. Contributions are tax deductible. 

Charge to 

American Express Master Card \^sa 

Name on credit card 



Send to: 

ZERO TO THREE/National Center for Clinical Infant Programs 
PO Box 25494 
Richmond, VA 23260-5494 



Name 



Mailing Addross_ 



City_ 



Stale Zip, 



Professional Discipline. 

Account No. ; 

Expiration Date 




Sigi\aturc . 



L_ Enclosed is my check for 

Payable to zero to three. 




ZERO 

rnRi;i: 

2001) 14th StRvt North. Suito 4S0. \rlmv;ti)n. 22201-2500 



Address correctioi'i requested 



Non IVotit 
L'S l\)sta^o 

PAID 

Washin^tt^n, DC 
IVrmit No. 251 (i 



I 




Moving 

Be sure to notify Zero to Throe of your new address. 
Third class mail is not automatically forwarded. 



'io BEST COPY AVAILAtSLE 



44 lune/)uly 19^5 Zero lo Three 



